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ACADEMIC DOSSIER
ESSAY 1: ADULT MENTAL HEALTH
“Discuss the Efficacy of Cognitive -  Behavioural Interventions for
Eating Disorders”
May 1997 
Year I
i
DISCUSS THE EFFICACY OF COGNITIVE -  BEHAVIOURAL 
INTERVENTIONS FOR EATING DISORDERS
Introduction
Cognitive-behavioural therapy is applicable to all eating disorders, but has been most 
intensively studied in the treatment of bulimia nervosa. Bulimia nervosa is difficult to 
treat and a cognitive-behavioural approach is the most promising so far described 
(Wilson & Fairburn, 1993). This treatment is specifically designed to tackle the 
behaviour and attitudes characteristic of bulimia nervosa and uses a modification of 
the standardised behavioural programme for obesity. Information is provided about 
the physical complications of the condition, the adverse consequences of excessive 
dietary restraint and the need to accept natural fluctuations in body weight and shape. 
There follows training in problem-solving and a sustained attempt to lessen the 
intensity of dietary restraint. In addition, cognitive restructuring strategies are used to 
help the client identify and examine thoughts which are proving an obstacle to 
behaviour change. The final stage in treatment is concerned with the maintenance of 
progress in which clients are actively prepared for difficulties in the future. This 
approach has been found to be effective in reducing all core features of bulimia 
nervosa and shows good maintenance of therapeutic improvement; however it is not 
entirely clear how it achieves its effects. Although cognitive-behavioural therapy 
(CBT) has been found to be superior to therapy with antidepressant drugs, it has not 
been shown to be consistently superior to alternative psychological treatments 
(Fairburn 1985, in Gamer & Garfmkel). Before the practical efficacy of any 
particular approach can be evaluated, its theoretical relation to a disorder must be 
determined. That is, how its principles and therapeutic strategies can be posited as 
operating upon the underlying psychological deficits. Therefore, an attempt will be 
made here to describe the rationale for using cognitive-behavioural therapy with 
bulimia nervosa, outline the principal elements of a treatment paradigm and briefly 
review some outcome studies, whilst hypothesising some possible treatment 
mechanisms of CBT.
2
Rationale for Using a Cognitive-Behavioural Approach with Bulimia 
Nervosa
A prominent feature of bulimia nervosa is the intensity of dysfunctional beliefs and 
values held by the individual concerning their body shape and weight (Fairburn, 1985, 
in Gamer & Garfinkel, 1985). These abnormal attitudes have also been described as a 
“morbid fear of fatness” (Russell, 1979) and are thought to be the product of the 
bulimic’s characteristic sense of low self-acceptance and self-worth, fear of negative 
evaluation and a tendency to believe that their body shape and weight determines their 
value as a person (e.g. Hsu, Santhouse & Chester, 1991). The fundamental 
importance which is thus attributed to keeping shape and weight under strict control 
then becomes the trigger for the repertoire of behaviours inherent to bulimia: extreme 
dieting, vomiting and laxative abuse, preoccupation with food and eating and 
sensitivity to changes in shape and weight.
Binge eating, which may initially appear paradoxical, can be conceptualised as a 
secondary response to extreme dietary restraint (Fairburn, 1985, in Gamer & 
Garfmkel). Hsu & Holder (1986) postulate a “cycle of bulimia” which begins with 
extreme dieting and starvation, leading to the individual feeling hungry and deprived, 
with concomitant feelings of depression, frustration, anger and boredom then 
triggering a binge. The cycle completes with feelings of guilt and fullness causing 
“purging”, i.e. vomiting, abuse of laxatives and more fasting, thereby setting the 
whole process in motion once more.
It has also been argued that it is, in fact, vomiting which drives binge eating and not 
vice versa; as the anxiety elicited by eating is momentarily reduced by vomiting and 
that binge eating would not take place in the absence of subsequent vomiting (Rosen 
& Leitenberg, 1985, in Gamer & Garfmkel). In this “anxiety reduction” model of 
bulimia nervosa, it is postulated that once established as an escape response, vomiting 
becomes a driving force that sustains binge eating.
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Whether the binge-vomit cycle characteristic of bulimia is conceptualised as an 
anxiety reduction coping response or as a method to control eating habits, 
dichotomous thinking regarding body shape and weight remains a central factor m 
mediating such behaviours. Therefore, it would appear that cognitive change is a 
prerequisite for full recovery and that a cognitive-behavioural approach designed to 
alter abnormal attitudes about body shape and weight, replace dysfunctional dieting 
with normal eating habits, restructure underlying negative core beliefs and develop 
coping skills for resisting binge eating and purging could be effectively employed.
Principal Elements of a Cognitive-Behavioural Treatment Paradigm
The components of cognitive-behavioural treatment programmes for bulimia nervosa 
tend to be fairly standard and consistent, even if the postulated underlying 
mechanisms of change are not. Fairburn (1985, in Gamer & Garfinkel) described a 
three stage treatment procedure which progresses from being initially fairly 
behaviourally oriented and task centred to a more cognitive focus, which identifies 
and challenges thoughts, beliefs and values that are perpetuating the eating problem.
In the beginning stage of treatment, as well as establishing a good therapeutic 
relationship and providing the client with information relating to the consequences of 
binge «umg. self-induced vomiting and laxative abuse and the ineffectiveness of 
these methods as a means of weight control; it is vital to implement self-momtonng in 
order to elucidate the function of these behaviours. Identification of antecedents to 
binge eating may provide the client with an enhanced sense of control and also help to 
illuminate particular circumstances in which such behaviours are more likely to occur. 
Consequently, this may help the client to cope more effectively with such 
circumstances and to reduce the frequency of their occurrence. For example, it has 
been demonstrated that common précipitants to a binge are: feelings of tension, being 
alone, thinking of food, craving specific foods and feeling bored and lonely (Abraham 
& Beumont, 1982). Therefore, interventions could consist of such strategies as stress- 
innoculation procedures aimed at combating tension and anxiety, distraction 
techniques for use when thoughts of food are present, structuring free time so that 
boredom and loneliness are minimal, planning routes which do not involve passing 
food shops and avoiding having “dangerous" foods (i.e. foods generally consumed
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during a binge) in the house (Hsu et al., 1991; Rosen & Leitenberg, 1985, in Garner & 
Garfinkel).
Once possible functions of binge eating and self-induced vomiting have been 
identified and examined, the focus of therapy should shift to exploring dysfunctional 
thoughts, values and beliefs. Standard cognitive techniques, as pioneered by Beck 
(e.g. 1973), are employed, e.g. the identification and challenging of dysfunctional 
thoughts and beliefs and the identification of thinking biases such as dichotomous 
thinking and unrealistic expectations.
A behavioural method which is aimed at eliminating binge eating and vomiting is that 
of exposure and response prevention (Rosen & Leitenberg, 1985, in Garner & 
Garfinkel). This consists of the client eating “dangerous” food in controlled and 
graded amounts during therapy sessions. The therapist then helps the client to explore 
and cope with the feelings of fullness and guilt, etc, which normally trigger vomiting, 
until they dissipate, thus preventing the response of vomiting. The sensations of being 
full and wanting to vomit and fears of becoming fat are discussed and normalised, so 
that the client gradually becomes aware of and is able to tolerate such feelings. Rosen 
& Leitenberg (1985, in Gamer & Garfinkel) place this treatment paradigm in the 
context of their anxiety-reduction model, arguing that exposure and response 
prevention extinguish the association between eating induced anxiety and vomiting, 
thereby acting as a negative reinforcer. However, other researchers have suggested 
that this behavioural method operates at a cognitive level, as it enhances self-efficacy 
for coping with triggers for vomiting (e.g. Wilson & Fairburn, 1993). This is 
consistent with social learning theory, which holds that behavioural procedures such 
as exposure and response prevention work, not because they produce extinction of 
classically conditioned anxiety responses, but because they alter mediating cognitive 
processes encapsulated within the concept of self-efficacy (Bandura, 1986).
Several studies have shown that body image misperception and body image 
disparagement fail to respond to direct modification (Fairburn, 1985, in Gamer & 
Garfinkel). Therefore, one aim of therapy should be to enable the client to recognise 
this misperception and function in spite of it. Through an exploration of evidence that 
she misperceives her shape, the client should be encouraged to attribute this to her
eating disorder. Treatment also involves exposure, as clients who suffer from body 
image disparagement typically avoid seeing their own bodies. Therefore, they should 
be encouraged to seek out opportunities to see and reveal their bodies (Fairburn & 
Cooper, 1989, in Hawton, Salkovskis, Kirk & Clark). However, Rosen, Cado,
Silberg, Srebnik & Wendt (1990) in their study comparing CBT with and without size 
perception training for women with body image disturbance found equivalent 
improvements in both conditions on measures of size overestimation, body 
dissatisfaction and behavioural avoidance of situations which involved revealing or 
seeing their bodies. These researchers concluded that although the correction of 
unrealistic body perceptions might be a prerequisite for cognitive change, the central 
problem may be the excessive importance placed on physical appearance for self- 
worth. Therefore, size perception training should be unnecessary in a treatment 
programme which provides adequate attention to cognitive disturbances. It should be 
pointed out, however, that the CBT only programme in this study did incorporate 
modification of distorted and negative thoughts about physical appearance and 
exposure to avoided situations which provoked negative body image.
The final stage of treatment generally consists of consolidating the progress that has 
been made and ensuring that it is maintained by preparing for future difficulties. 
Relapse prevention plans may be formulated incorporating many of the problem­
solving strategies already discussed. Additionally, the client should be encouraged to 
allow themselves to overeat at times without viewing this negatively or labelling it as 
binge eating. Nutritional counselling has also been found to be helpful at this stage 
(Hsu et al., 1991; Cooper, Coker & Fleming, 1996).
Review of Outcome Studies
CBT has been consistently shown to be superior to pharmacological treatments. 
Mitchell, Pyle, Eckert, Hatsukami, Pomeroy & Zimmerman (1990) found that 
medication (imipramine) alone was superior to placebo, but inferior to CBT combined 
with either drug or placebo. Similar results were produced by Agras, Rossiter,
Amow, Schneider, Telch, Raeburn, Bruce, Perl & Koran (1992), showing that CBT 
alone and combined with medication were equally effective in reducing the frequency 
of binge eating and purging. In a complicated design, desipramine was administered
for either 16 or 24 weeks. The combined CBT with medication for 24 weeks was 
superior to CBT alone on only a single self-report measure of hunger disinhibition.
This combined group, but not CBT alone, showed a significantly greater reduction in 
binge eating and purging than the 16 week medication group at the 32 week 
assessment. The authors interpreted these results as indicating that a combined 
treatment produces the best overall effects. However, as CBT alone was administered 
for only 15 weeks, as opposed to 24 weeks of combined treatment, such a conclusion 
is confounded (Wilson & Fairburn, 1993). Furthermore, with one exception, the data 
failed to show differences between CBT alone and either combined condition.
Ordman & Kirschenbaum (1985) compared a full CBT programme consisting of 
cognitive restructuring, exposure with response prevention, behavioural contracting 
and process-oriented psychotherapy with a brief CBT programme consisting of some 
limited cognitive restructuring and exposure with response prevention. They reported 
that subjects in the former condition showed significantly greater reductions in the 
frequency of binge eating and vomiting, improved attitudes about food, dieting and 
their bodies and reductions in scores on the Beck Depression Inventory and the Eating 
Attitudes Test. However, it should be noted that at the end of treatment, three of the 
ten subjects in the full CBT condition were still binge eating and vomiting more than 
once a week and the remaining seven were binge eating and vomiting one day a week 
or less -  hardly substantial treatment gains. Furthermore, the full CBT programme 
also incorporated a process-oriented psychotherapy component which confounds any 
support this study may have lent to the efficacy of CBT alone as a treatment for 
bulimia nervosa. It would be difficult to state with any certainty which elements of 
the full CBT programme actually produced change -  the cognitive restructuring, the 
behavioural tasks or the psychotherapy.
Wilson et al. (1986) compared cognitive restructuring with and without exposure with 
response prevention and found that the former produced greater reductions in the 
frequency of binge eating and vomiting. These improvements were maintained at one 
year follow-up. This would appear to suggest that it is the behavioural aspect of CBT 
which is of greatest therapeutic value. However, this may simply indicate that 
cognitive restructuring is more powerful when combined with exposure with response 
prevention. Also, as previously mentioned, behavioural procedures are thought to
produce change by altering cognitive processes and increasing self-efficacy.
Therefore, this study only serves to highlight the importance of including exposure 
with response prevention in any CBT programme.
In their review of the literature, Wilson & Fairburn (1993) reported that CBT has been 
shown to reduce binge eating by 73% - 93% and purging by 77% - 94%, with these 
treatment gains being maintained in 51% - 71% and 36% - 56% of cases for binge 
eating and purging respectively. They also describe improvements in attitudes 
regarding body shape and weight and dietary restraint. However, when considering 
the efficacy of CBT specifically, the results are less encouraging. In comparison with 
other psychological treatments, Wilson & Fairburn (1993) claim that no superiority 
for CBT has been demonstrated on overall measures. They cite studies conducted by 
Kirkley, Schneider, Agras & Bachman (1985) and Fairburn, Kirk, O’Connor &
Cooper (1986), which compared treatment efficacy of CBT and psychotherapy. 
Although CBT was found to yield greater improvements on outcome measures 
initially, this superiority was not maintained at 4 month follow-ups when the clients in 
the psychotherapy condition had “caught up”. However, Fairburn & Wilson (1993) 
go on to argue that although CBT, behaviour therapy and supportive psychotherapy 
do not differ significantly on overall outcome measures, CBT does produce 
significantly greater improvements on the seminal psychopathological features of 
purging, dietary restraint and attitudinal disturbances. They cite studies by Agras et 
al. (1989), Gamer et al. (1991) and Rossiter et al. (1988) as support for this claim and 
argue that such mode-specific treatment gains are consistent with CBT aims and 
principles. The finding that CBT and interpersonal psychotherapy are equivalent in 
their effects once changes over follow-up are taken into account is attributed by 
Fairburn & Wilson (1993) to the fact that CBT achieves its more rapid effects through 
different mechanisms than interpersonal psychotherapy. They propose several 
tentative hypotheses as to what these treatment mechanisms may include: the 
modification of abnormal attitudes towards body shape and weight which drive 
dieting and binge eating, the direct reduction of dietary restraint through the 
introduction of regular eating patterns and the enhancement of self-efficacy and 
coping.
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Fairbum, Norman, Welch, O’Connor, Doll & Peveler (1995) compared the long term 
effects of CBT, behaviour therapy and focal interpersonal psychotherapy and found 
CBT and interpersonal psychotherapy to both result in marked improvements on 
outcome measures at a 3 -  11 year follow-up on outcomes measures including binge 
eating, purging and scores on the Eating Disorder Examination. They concluded that 
both CBT and interpersonal psychotherapy have equivalent long term effects, thereby 
improving the prognosis for clients receiving these treatments as opposed to 
behaviour therapy, the effects of which are short lived. This is consistent with the 
view that CBT is effective in reducing the core psychopathology of bulimia nervosa 
and that these gains are well maintained. However, it does not clarify the question of 
whether CBT is more effective than other psychological treatments, particularly 
psychotherapy.
Hsu et al. (1991) described an individual 14 week CBT programme incorporating self- 
monitoring, development of alternative coping skills, cognitive restructuring and 
exposure with response prevention. They reported reduced scores on the Eating 
Disorders Inventory following termination of treatment, as well as the subject 
remaining binge free for 7 months when family conflicts apparently triggered further 
binge eating, at which point 10 weeks of additional group therapy was required. 
Although the validity of this study is limited, being a single case design, and therefore 
represents a rather weak testimony to the efficacy of CBT; it does highlight the 
significance of interpersonal factors such as family conflict in maintaining bulimia 
nervosa and precipitating relapses. It also indicates that CBT may not target these 
factors strongly enough in maintenance and relapse prevention plans. It could be 
speculated that therein lies the primary difference between the treatment mechanisms 
of CBT and psychotherapy with regard to bulimia nervosa, in that psychotherapy 
achieves its long terms gains and “catches up” with CBT by focusing on relationships 
and interpersonal conflicts and thus helping to safeguard against relapse. Perhaps 
CBT should aim to enable clients to generalise coping and problem solving skills 
learned to deal with their eating behaviour to other stressful areas of their lives.
It is worth noting at this point that two studies have shown variations of the typical 
CBT package to be equally effective for some women with bulimia. Olmsted, Davis, 
Rockert, Irvine, Eagle & Gamer (1991) compared a brief group psychoeducational
intervention with CBT and found that for the healthiest 25 — 45% of their sample of 
65 women, the two treatments were equally effective on some outcome indices, 
including frequency of binge eating and purging and scores on the Eating Attitudes 
Test and Beck Depression Inventory. However, the long term maintenance of these 
improvements were not reported. Cooper, Coker & Fleming (1996) described their 
use of a highly structured cognitive-behavioural self-help manual, which provided an 
incremental programme of strategies for restoring control over eating. In their study, 
the clients’ use of this manual was supervised by a social worker with no specialist 
training and the mean number of 20-30 minute supervision sessions over 4-6 months 
was 8. The results of this study were impressive, with 62% of the 51 subjects 
showing at least a 75% reduction in binge eating, with these gains being well 
maintained at one year follow-up, when a reported two thirds of subjects had 
remained abstinent from binge eating and vomiting. Cooper et al. suggest that this 
approach may be used as a first line treatment for clients with less severe symptoms, 
as it saves clinical resources.
Conclusions
It would appear that the efficacy of CBT for most core features of bulimia nervosa is 
well documented and unequivocal. Although the modification of dysfunctional 
thoughts, beliefs and values concerning body weight and shape lies at the heart of 
therapeutic gains yielded by CBT, the precise mechanisms by which it achieves these 
gains remain unclear. Factors such as self-efficacy, body image misperception and 
dietary restraint are all thought to contribute and therefore need to be addressed in any 
CBT programme. Additionally, underlying issues such as low self-worth, relationship 
problems and family conflicts perhaps also merit greater attention. It is interesting to 
note that one of the most successful treatment programmes for bulimia consisted of an 
eclectic approach, combining cognitive, behavioural, counselling and psychodynamic 
methods (Lacey, 1983). In this study, 24 of the 30 subjects had stopped binge eating 
and purging altogether at termination of treatment and 4 stopped four weeks’ after 
termination of treatment. At a two year follow-up, 20 subjects had maintained 
abstinence. This would imply that treatment which addresses all aspects surrounding 
and individual’s bulimia, not focusing solely on the eating behaviour, is most 
efficacious.
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ESSAY 2: PEOPLE WITH LEARNING DISABILITIES
“Concern has been raised regarding a relationship between two 
clients of the same sex but of differing levels of ability living in a 
staffed home. What are the areas that need to be considered when 
reflecting on this relationship, with specific reference to consent and
policy issues?”
November 1997 
Year II
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CONCERN HAS BEEN RAISED REGARDING A RELATIONSHIP 
BETWEEN TWO CLIENTS OF THE SAME SEX BUT OF DIFFERING 
LEVELS OF ABILITY LIVING IN A STAFFED HOME. WHAT ARE THE 
AREAS THAT NEED TO BE CONSIDERED WHEN REFLECTING ON THIS 
RELATIONSHIP, WITH SPECIFIC REFERENCE TO CONSENT AND
POLICY ISSUES?
Introduction
The increasing emphasis on promoting independence amongst people with learning 
disabilities and the move towards community care challenges some widely held beliefs 
and perceptions regarding sexuality and relationship issues in this population. 
Historically, it would appear that the sexual needs and behaviour of people with 
learning disabilities have, at best, been disregarded and ignored and, at worst, 
responded to in negative and punitive ways. Two models of thought have been 
prevalent in shaping the attitudes of their relatives and carers: the ‘innocents’ model, 
which has as its basis the need to protect people with learning disabilities from 
pernicious influences and corruption and the ‘degenerates’ model, which denotes the 
need to protect the public from the evil tendencies of the learning disabled (Brown, 
1994). However, the social climate regarding sexuality amongst people with learning 
disabilities has changed somewhat and beliefs that they do not have the same desires as 
the general population or that sexual expression should be discouraged in case it 
should lead to promiscuous behaviour are beginning to be dispelled or, at least, 
modified. Surveys have indicated that staff have moved away from the historical 
prohibition of sex amongst people with learning disabilities to a position where they are 
more concerned about consent (Thompson, Clare & Drawn, 1994) and that they 
support enabling learning disabled adults to develop sexual relationships (Heyman & 
Huckle, 1995).
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Largely responsible for this growing awareness and attitude shift is the development of 
the normalisation principle (Wolfensberger, 1983) and the advent of community care, 
which has resulted in comparatively less supervision and more personal freedom for 
former hospital residents. Generally, there is an increasing recognition of the 
importance of accepting the rights of individuals with learning disabilities to engage in 
adult relationships and to be ascribed the same freedom of choice in this area as the 
rest of the population. However, whilst such a philosophy may represent a positive 
advance and should be encouraged, it does pose problems for service providers and 
carers, who have dual obligations: to develop and promote the abilities of people with 
learning disabilities, whilst protecting them from harm.
With regard to the question posed, concerning a relationship between two clients of 
the same sex but of differing levels of ability living in a staffed home, the issues 
involved are complex and would require sensitive and careful management. 
Consequently, a thorough individualised assessment would be necessary in order to 
establish an appropriate action plan. Central to such an assessment would be the 
consent of the individuals involved, particularly as they are of differing levels of ability. 
However, before this is ascertained, a clear picture of the nature of the relationship 
should be obtained in order to clarify what the "concerns" that have been raised entail 
and whether further action is necessary. The areas to consider will be addressed here, 
outlining the potential problems that such a relationship might create. Following this, 
the need for clear policy guidelines will be highlighted, addressing which areas need to 
be included and any potential problems facing the implementation of such guidelines. 
Finally, the discussion will be extended to evaluate factors which influence the 
development of a sexual identity amongst people with learning disabilities, including 
the impact and limitations of the normalisation principle.
Assessment Process
Whose Cause for Concern?
Although attitudes regarding the rights of people with learning disabilities to engage in 
sexual relationships are changing, widespread and genuine confusion on the part of
16
managers and staff still exists as to their responsibilities in dealing with the sexual 
behaviour of service users (Sundram & Stavis, 1994). This may be due, in part, to the 
views of some parents of adults with learning disabilities who may experience 
difficulties in accepting the sexual maturation of their children, due to fears of 
exploitation, abuse, unwanted pregnancies and the rejection and disapproval of society. 
Consequently, they may impose pressure on staff and carers to restrict sexual 
behaviour and the forming of close relationships. Furthermore, staff attitudes 
regarding ‘right’ and ‘wrong’ behaviour may influence what action is taken. The 
resulting confusion may foster hypervigilance and overprotectiveness on the part of 
staff and this is perhaps reflected in the finding that the most frequently mishandled 
incidents in services for people with learning disabilities are those that involve sexual 
behaviour, especially sexual conduct between residents of facilities (Sundram & Stavis, 
1994).
In the case under consideration, the nature of the relationship should first be
established. Is it a sexual relationship or just a friendship? If the latter is true, then the
concern may be that one person is being exploited in some way, for example, being
coerced into giving the other person money or cigarettes. Alternatively, one person
may be emotionally abusing the other, for example, name calling. If, on the other
hand, the relationship is a sexual one, then the precise nature of the concern should
again be established. In a qualitative study of the views of carers of twenty learning
disabled adults, Heyman & Huckle (1995) reported that sexual relationships amongst
these adults were viewed by their carers as being “unacceptably dangerous” as they
were not capable of acting responsibly and were at risk of exploitation. Consequently,
the authors concluded that these individuals were denied opportunities for sexual
relationships. However, these views may not be typical, as the sample size was small
and furthermore the status of these “carers”, i.e. whether they were parents, other
relatives, volunteers or qualified staff, was not defined. Thompson et al. (1994)
identified some sexist attitudes and double standards pertaining to the sexual behaviour
of women with learning disabilities, for example naming promiscuity as a difficult
sexual behaviour for women but not for men. In addition, some researchers have
detected a white, heterosexual bias in the attitudes of staff (e.g. Malhotra & Mellan,
1996), which may influence their perception of a relationship as being problematic or
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not. Therefore, the possible impact of staff attitudes should be taken into account 
when deciding if the relationship between two clients of the same sex is actually a 
cause for concern and the question posed: who is the relationship causing problems 
for? If the consent of one of the individuals is in doubt, then clearly further steps 
should be taken.
Consent
As the issue of consent often differentiates appropriate and legally protected sex from 
inappropriate and perhaps even criminal activity (Stavis, 1991), establishing its 
presence or absence is clearly of critical importance in the management of any sexual 
relationship between people with learning disabilities. Several researchers have shown 
that a substantial number of sexually abusive incidents take place between service users 
(e.g. Turk & Brown, 1993; Thompson, 1996; Sobsey, Gray, Wells, Pyper & Reiman- 
Heck, 1991). Inherent in any episode of sexual abuse is the withholding of consent. 
However, the notion of consent as it applies to people with learning disabilities appears 
to be vague and difficult to assess, not least because the person may be unable to give 
their consent due to the severity of their learning disability significantly undermining 
their understanding of the basic elements of sexual behaviour. For example, McCarthy 
(1993) reported that for many learning disabled women who do nominally consent, 
sex is still perfunctory, unpleasurable or painful. Similarly, Thompson (1996) 
described how for learning disabled men who had related to him their homosexual 
experiences, there appeared to be no mutuality in the relationship, with just one of the 
partners deciding what sexual act would take place and controlling the encounter, 
using the other man’s body to satisfy their own sexual pleasure. However, in this latter 
study, Thompson also reported that all of the men held negative attitudes towards sex 
between men, despite their practice, believing it to be ‘rude’ or ‘dirty’. Therefore, 
these men may have felt ashamed at revealing their own experiences and so minimised 
their involvement by speaking of being controlled and not really enjoying the 
encounter. Nevertheless, these and other studies (e.g. Craft, 1987) do raise the 
question of what actually constitutes abuse and how consent can be meaningfully 
assessed.
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The legal guidelines for determining sexual consent for individuals with learning 
disabilities are vague and oAen impractical to apply. For example, Parker & Abramson
(1995) cite section 261.1 of the California Penal Code which states that informed
consent is:
“a positive co-operation in act or attitude pursuant to an exercise of free will.
The person must act freely and voluntarily and have the knowledge of the nature
of the act or the transaction involved”.
For people with learning disabilities, the “exercise of free will” is often confounded by 
other factors. Craft (1987) described vulnerabilities which are inherent in both the 
individuals’ learning disability and in the environment in which they live, which may 
render the concept of free will a meaningless one.
• lack of knowledge
• ignorance of personal rights
.  never being allowed to ‘own’ their own bodies
• low self-esteem
. compliance and obedience having always been equated to being ‘good’ or ‘well- 
behaved’.
These vulnerabilities instill further uncertainty and ambiguity into what represents a 
coercive or volitional act.
Attempts have been made to develop criteria for determining sexual consent for 
individuals with learning disabilities. Ames & Samowitz (1995) described two 
categories of determining informed consent, the first examining knowledge, 
intelligence and the ability to make a voluntary decision through verbal expression and 
the second based upon demonstrated responsible behaviours. The verbal knowledge 
category included indices such as the person’s awareness of the nature of the sexual 
act, the choice to engage in or abstain from the sexual contact, an understanding that 
some activities are against the law and an understanding of how to prevent pregnancy 
and disease. The second category based on responsible demonstrated behaviours, 
posed such questions as: are both parties free from coercion, what steps are taken to 
avoid harm, the ability to stop an interactive behaviour and the appropriateness of the 
behaviours engaged in. Although this approach is useful as it allows for assessment of
consent in individuals who may not be able to express such consent verbally, no clear 
guidelines are provided for measuring the specific indices. This may leave room for 
too much subjectivity and possibly the impinging of personal values and beliefs upon 
service users.
Other authors also recommend assessing consent on the basis of the individual’s 
understanding of the nature and consequences of a sexual act (e.g. Parker &
Abramson, 1995; Edmonson, McCombs & Wish, 1979; Brown & Turk, 1992), 
without providing any standardised measures or guidelines. Although generalisations 
about the sexuality of people with learning disabilities should be avoided and every 
case considered individually, the complexity and uncertainty surrounding the issues of 
sexual abuse and informed consent necessitate some form of written guidelines and a 
clear policy for dealing with unwanted sexual contact.
A final point to consider on the issue of informed sexual consent has been raised by 
Brown & Turk (1992) who argue that even if consent can be given, there are barriers 
which militate against this being free and meaningful and which preclude any real 
choice. These are:
• the presence of a parental or familial relative
• the presence of a custodial or caretaking relative
• the use of a weapon, threat of injury or force
• the presence of a power imbalance
The final barrier, “the presence of a power imbalance” is a little ambiguous, as it could 
mean a relationship with a member of staff, an individual without learning disabilities 
or perhaps even an individual with a milder learning disability, as in the case under 
discussion. Although a relationship with a member of staff would be considered by 
most to be abusive as well as ethically and professionally unacceptable; preventing a 
sexual relationship with another member of the public or with another service user, 
when consent appears to be present, could be perceived as a violation of the 
individual’s rights and may be a further example of taking protection too far.
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Inappropriate Sexual Behaviour
A further ‘cause for concern’ which may be operating in the case under discussion 
could be that although both partners appear to be consenting to a sexual relationship, 
they are conducting this relationship in an inappropriate manner, such as in public 
places. If this is the case, then two issues need to be considered, the environment in 
which the behaviour has developed and the possible functions the behaviour is serving. 
Firstly, the learning environment of people with learning disabilities is frequently not 
conducive to the development of appropriate sexual behaviour. Learning experiences 
and models are often not provided and the focus can be on punishment and 
suppression. Therefore, it has been argued that the behaviours displayed by people 
with learning disabilities are as normal, given their opportunities for learning and 
socialisation, as are the behaviours of any person (Mitchell, 1987, in Craft).
Secondly, a functional analysis of sexual behaviour may reveal that it has other 
incentives than sexual pleasure. These may include, a way to fill time with few other 
options, small financial or material gain and an exchange for the valued attention of 
other individuals with learning disabilities (Thompson, 1996). Furthermore, it has 
been argued that even negative attention from staff, which may be the consequence of 
inappropriate sexual behaviour, could be experienced as positively reinforcing 
(Mitchell, in Craft, 1987).
Therefore, any intervention aimed at reducing inappropriate sexual behaviour needs to 
address both the learning environment and the reinforcing aspects of the behaviour. It 
is essential that unacceptable behaviour is confronted and attempts made to substitute 
acceptable behaviour, as, with increased emphasis on community integration, not doing 
so is setting up people with learning disabilities for failure and rejection.
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The Development of a Service Policy
Examination of the case under discussion highlights the complex issues relating to 
relationships, particularly sexual ones, amongst people with learning disabilities and 
reinforces the need for clear guidelines for the management of such relationships. 
Although no one document can ever be truly comprehensive and indeed should 
stipulate that cases should be assessed individually, it has been reported that guidelines 
give staff both the opportunity and the confidence to discuss issues concerning 
sexuality (Walmsley, 1984, cited in Leyin, 1992). However, objections have been 
raised to the implementation of official policies regarding sexuality, namely that it 
represents the bureaucratisation of sex (Booth & Booth, 1992), it is embarrassing for 
the individual to be at the centre of individual programme planning (Booth & Booth, 
1992) and that the implications of such a policy, e.g. the need to monitor sexual 
behaviour in order to establish consent, risk, etc. is an abridgment of the rights of 
people with learning disabilities and represents an invasion of their privacy (Ames & 
Samowitz, 1995). In addition, the limitations of the residential environment in its 
ability to carry out policy guidelines have been commented on, with specific reference 
to the conflicting interests of staff scruples, concerns of the family, the requirements of 
law and the views of the wider public (Booth & Booth, 1992; Sundram & Stavis,
1994). These difficulties notwithstanding, the general consensus appears to be that 
there is value in implementing policy guidelines, the principal advantages being:
• they reassure staff that they are not on their own (Booth & Booth, 1992)
e they reinforce the idea of sex as an aspect of the individual’s identity rather than a 
source of problems for staff (Craft, 1987). 
e they enable a more consistent approach
• they help to dispel taboos surrounding the sexuality of people with learning 
disabilities (Thompson, Clare & Drawn, 1994)
• they encourage more responsive attitudes and practices, allowing individuals to feel 
secure and reassured that they are not devalued (Booth & Booth, 1992)
• they help to prevent staffs’ own morality and ethics from intruding upon the 
management of relationships between service users (Ames & Samowitz, 1995).
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Therefore, it would appear that although there are inherent difficulties and limitations 
in producing any policy document, which should be addressed in its development, 
these are outweighed by its clear advantages in promoting and supporting sexual 
expression and the conducting of relationships in people with learning disabilities.
In terms of the philosophy of a service policy regarding sexual relationships between 
people with learning disabilities, it has been suggested that any guidelines should be 
placed within the framework of normalisation and not seen as divorced from other 
aspects of services, but as a logical extension of some more fundamental principles 
(Leyin, 1992). This principle of enabling people with learning disabilities to enjoy the 
same rights, responsibilities and opportunities available to others, is becoming 
increasingly accepted as a basis for service delivery (e.g. Perrin & Niije, 1985) and 
Craft (1987) stated that “to be a human being is to be a sexual being”, therefore people 
with learning disabilities should have the same rights and opportunities to fulfill their 
sexual role as the rest of the population. Wolfensberger (1983), when expounding on 
his normalisation philosophy, described these rights as being:
• the right to grow up
• the right to know
• the right to be sexual and to make and break relationships
• the right not to be at the mercy of the individual sexual attitudes of different care­
givers
• the right not to be sexually abused
• the right to humane and dignified environments
However, Craft (1987) raised several problems in the current application of these 
rights to people with learning disabilities, principally, that they have limits and 
boundaries imposed on them, are not provided with appropriate levels of 
understanding in order to conduct relationships and are being protected from risk and 
therefore having their sexuality largely denied.
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Other researchers have also argued that the principle of normalisation is irrelevant to 
the sexual behaviour of people with learning disabilities. Brown (1994) suggested that 
sexuality is constructed and created by cultural norms and expectations which 
frequently have not been accessible or relevant to people with learning disabilities.
That is, for people with learning disabilities, the development of their sexual identity 
has occurred in very different environments to most people and will therefore not 
equate to the norm and may even be considered inappropriate and unacceptable to 
society. In accordance with this, Thompson (1996) reported that amongst men with 
learning disabilities, sex with other men occurs more frequently than sex with women, 
representing about 90% of all sexual encounters, and that this is in contrast to men in 
the general population, only 6.1% of whom have reported homosexual experiences. 
Mitchell (1987, in Craft) reported a similar preponderance of homosexuality and 
suggested that this may result from limited opportunities for sexual contact with the 
opposite sex and lack of heterosexual models. Furthermore, as has previously been 
discussed, the effect of punitive and inhibitory responses and lack of opportunities for 
learning amongst people with learning disabilities has been to produce negative 
attitudes, taboos and often the development of inappropriate behaviours, which 
preclude their acceptance into the wider society. Therefore, it would appear that 
gaining acceptance and asserting an individual sexual identity, even within the 
normalisation framework is conditional and people with learning disabilities often have 
to struggle to overcome externally imposed barriers, assert preferences and implement 
choices. Nevertheless, although the normalisation principle has had little impact to 
date on the sexual options of people with learning disabilities, the six basic rights 
described by Wolfensberger (1983) may still serve to generate aspirations for services
to hold on their behalf.
The right to knowledge is perhaps the most essential of these, as lack of knowledge 
and understanding of sex has been connected with both the perpetration of sexual 
abuse by people with learning disabilities (Craft, 1987; Thompson, 1996) and 
participation in an abusive or unpleasurable relationship by the same population 
(Thompson, 1996; Edmonson, McCombs & Wish, 1979). Other implications of lack 
of knowledge include risks of unwanted pregnancies, exposure to HTV and other 
sexually transmitted diseases and the development of inappropriate behaviour, such as
public masturbation, exposure, etc. Furthermore, as other members of the population 
have the benefit of access to some form of sex education, whether formally or from 
parents, peers, etc., which most people with learning disabilities are denied, it is 
consistent with the principle of normalisation.
Heyman & Huckle (1995) argued that people with learning disabilities’ difficulties in 
understanding the biological, psychological, interpersonal and cultural dimensions of 
sexuality arise at least as much from restricted learning environments as from cognitive 
disabilities, thus accentuating the need for formal support in order to enable them to 
exercise their sexual rights. In addition to education pertaining to biological and 
practical aspects of sexuality and sexual behaviour, such as prevention of unwanted 
pregnancies and protection against disease, any training programme should also aim to 
dispel fears and myths, e.g. that sex is ‘dirty’ or ‘rude’ and to enable people with 
learning disabilities to understand the different attitudes to and forms of sexual 
behaviour.
Summary and Conclusions
As has been illustrated, the issues surrounding the notion of sexuality for people with 
learning  disabilities are complex and fragmented and the recent philosophical advances 
of the normalisation principle and social role valorisation (Wolfensberger, 1983) have 
had little impact or relevance to date on practice and policy regarding the rights of this 
population to sexual expression and freedom. Of great importance to any service for 
people with learning disabilities is protecting them from being abused sexually or 
otherwise; however this is an area of latent pitfalls and difficulties. Firstly, staff are 
often unclear as to what constitutes sexual abuse and this may confound their 
perceptions of the nature of the relationship, the veracity of the accounts and the ability 
of the person to give consent. Secondly, establishing the presence of consent has been 
demonstrated to be highly problematic, complicated by conflicting interests of staff 
attitudes, family interests and beliefs and the requirements of the law, as well as 
difficulties in assessing the individuals’ understanding of and voluntary participation in
25
a sexual relationship. Any service policy needs to include guidelines as to how to 
assess consent in a non-intrusive manner which maintains the clients’ dignity, as well as 
being comprehensive.
A further issue is that of the appropriateness of the sexual behaviour. Along with some 
other challenging behaviours displayed by people with learning disabilities, 
inappropriate sexual behaviour may, in part, be the product of an abnormal learning 
environment. Additionally, the behaviour may be being maintained by positive and 
negative reinforcers secondary to the sexual experience, such as eliciting attention or 
escaping from unpleasant states. Modification of inappropriate sexual behaviour is 
essential if people with learning disabilities are to be protected from rejection and 
condemnation by the community into which we are attempting to integrate them.
Therefore, a service policy pertaining to the management of sexual relationships 
amongst people with learning disabilities needs to address the above issues in a manner 
which facilitates the rights of service users, whilst attempting not to abridge those 
rights by invading their privacy and making decisions for them. Ultimately, the success 
of such a policy may depend more on its sensitive and individualised implementation 
than on its content. A comprehensive service policy should also focus on how to 
create opportunities for people with learning disabilities, rather than just avoiding 
problems. With this in mind, guidelines on the provision of education and training 
programmes which aim to develop understanding of sexuality, increase opportunities 
for learning and support individuals’ choices should be included. In this way, the ethos 
may shift to go beyond passive acceptance of the sexuality of people with learning 
disabilities to active cultivation of it. Perhaps a useful framework for formulating a 
policy aimed at empowerment as well as protection would be that of O’Brien’s (1987) 
five accomplishments of community care, which are:
1. Community presence - knowing and being supported in understanding the rules.
2. Choice and autonomy - being enabled to make choices and express preferences.
3. Competence - learning what is appropriate.
4. Respect - receiving some social attention and recognition for their sexuality and 
relationships and receiving support in developing sexual expression.
5. Community participation - being supported in finding a way of life that suits them.
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To conclude, with regard to the question under discussion, the areas to consider would 
be, the nature of the relationship and establishing what the concerns consist of, 
assessing the consent of both individuals, assessing the risk of HTV and other diseases 
and, if appropriate, supporting the relationship. Such support may consist of 
modifying any inappropriate sexual behaviour and providing education in order for the 
individuals to make informed choices, based on increased understanding of the 
implications of their behaviour. Additionally, as the relationship is between two 
individuals of the same sex, the point has been raised (Mitchell, in Craft, 1987) that 
homosexual behaviour may be more prevalent amongst people with learning disabilities 
due to limited opportunities for meeting members of the opposite sex. If this is so, 
then perhaps greater opportunities for social interaction with individuals of the 
opposite sex could be provided, both in the staffed home and in the community. 
However, care should be taken not to present heterosexuality as the ‘better’ or ‘good’ 
option and to support the individuals if they do indeed continue to express their 
preference for a homosexual relationship. Finally, if a service policy relating to the 
management of sexual relationships amongst clients is not already in place, or is found 
to be inadequate, then the questions and issues raised by this case would be an 
effective starting point for the development of one.
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CONSIDER THE UTILITY OF THE DIAGNOSTIC CLASSIFICATION OF 
ATTENTION DEFICIT DISORDER
Introduction
The concept of Attention Deficit Disorder (ADD) and the phenomenon of the 
hyperactive child are by no means recently established. However, our knowledge of 
this condition remains incomplete, resulting in controversy as to the validity of the 
existing diagnostic classifications. Shifts in the conceptualisation of ADD, as well as 
the symptoms believed to constitute the condition, have contributed to misconceptions 
and diagnostic ambiguities. An outline will be presented here of the evolution of 
ADD as a concept and of how classification systems have reflected these changes. In 
addition, issues surrounding the assessment of the disorder will be illustrated, 
identifying potential difficulties with regard to making an accurate diagnosis. Related 
to this, current research into the theoretical and aetiological underpinnings of the 
disorder will be addressed as fundamental to any diagnostic model, inherent to this 
being an empirical definition of what constitutes the disorder. Finally, the 
implications for the individual who has been diagnosed will be discussed, in terms of 
the impact on the child and the wider system and on any ensuing intervention and 
outcome. In this way, the utility of the diagnostic classification of ADD will be 
considered with respect to its theoretical and empirical basis, its use as a basis for 
further theory formation, its practical value in guiding assessment procedures and its 
impact and meaning at an individual level.
Overview of ADD
Historical Context, Classification Criteria and Prevalence
Our understanding of ADD has its origins in a series of lectures in 1902 to the Royal 
College of Physicians by a paediatrician, George Still. Still described 20 children in 
his practice who showed little “inhibitory volition”, a lack of sustained attention and 
who were, amongst other things, aggressive, defiant and resistant to discipline (Still, 
1902, pp. 1008-1009, cited in Herbert). There has been a proliferation of terms 
proposed since then to describe the hyperactive child, shifting in their nature from
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labels which imply causation and aetiology, e.g. Brain-Injured Child Syndrome and 
Minimal Brain Dysfunction in the 1950s, to those which focus more on behavioural 
expression, e.g. Hyperactive Child Syndrome in the 1960s. Douglas (1972) 
postulated that problems in sustaining attention, inhibiting behaviour and regulating 
actions, rather than hyperactivity, were the primary deficits in the disorder. The 
resulting conceptual shift was influential in the disorder being relabeled Attention 
Deficit Disorder (with or without hyperactivity) by the American Psychiatric 
Association in 1980 in the Diagnostic Statistical Manual, third edition (DSM-IH). 
However, the notion of motor restlessness as a critical feature of the disorder re- 
emerged in 1987, with a further relabeling to Attention Deficit -  Hyperactivity 
Disorder (ADHD) in DSM-IER (American Psychiatric Association, 1987). The latest 
version of the Diagnostic Statistical Manual (4th Edition, American Psychiatric 
Association, 1994) retains the classification of ADHD, but codes three subgroups of 
conditions under this umbrella term: ADHD, predominantly inattentive type; ADHD, 
predominantly hyperactive-impulsive type and ADHD, combined type. In order for a 
diagnosis of ADHD to be made, the child must often display at least six of a list of 
symptoms for each of the subgroups of inattention and hyperactivity-impulsivity, in 
more than two situations. Additionally, some of the symptoms must have been 
present before the age of 7 and must be shown to cause some significant social, 
academic or occupational impairment. This distinction between inattention and 
hyperactivity-impulsivity is based on research showing that ADHD symptoms cluster 
around these two factors (e.g. Lahey, Applegate, McBumett & Biederman, 1994).
A further classification system, the World Health Organisation’s ICD-10
(International Classification of Diseases), refers to Hyperkinetic Disorder rather than
ADHD. This diagnosis is only made if all three of the main clinical features -
inattention, overactivity and impulsiveness — have been present from an early age,
persist in more than one situation and impair function. These criteria are more
stringent than those for ADHD, which defines a milder and broader category
(Cameron & Hill, 1996). Such differences in the criteria are reflected in the reported
prevalences of the two disorders, with ADHD being estimated to occur in 3-5% of
school age children and hyperkinetic disorder in only 0.5 -  1% (Taylor & Hemsley,
1995). However, whilst it is true that the ICD-10 criteria may represent a more
severely affected group of children, some of the difference in prevalence rates may
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reflect the under-recognition of this disorder in Britain, where ICD-10 criteria are 
more frequently used, in comparison with the United States. As ADHD is the most 
recent and widely accepted term, it will be the one employed for the remainder of this 
paper.
Primary Symptoms
A diagnostic label without descriptive, aetiological and therapeutic implications is of 
limited value and the construct of ADHD continues to evade precise definition, not 
least due to disagreements over what behaviours are encompassed within this 
classification.
Inattention: Children with ADHD display difficulties with attention relative to normal 
children of the same age and sex. Cooke & Williams (1987) outlined six levels of the 
normal development of attention control, which may be used to assess the child’s 
development of attention skills (see table 1). However, Barkley (1991) pointed out 
that attention is a multidimensional construct that can refer to problems with alertness, 
arousal, selectivity, sustained attention, distractibility or span of apprehension. 
Research appears to indicate that children with ADHD experience their greatest 
difficulties with sustaining attention to tasks or vigilance (Douglas, 1983).
Specifically, with the continuing presentation of repetitive stimuli, the ADHD child’s 
performance — initially equivalent to that of other children — will begin to deteriorate. 
However, Barkley (1990) reported that this problem is not so much one of heightened 
distractibility, but appears to be one of diminished persistence in responding to tasks 
that have little intrinsic interest or minimal immediate consequences for completion. 
These findings were supported by Hinshaw (1994) who, during clinical observations 
of ADHD children, noted that their performance was optimised during self-paced 
tasks of their own choosing (e.g. playing a video game), but faded when demands 
were paced by others, especially when these tasks were not appealing.
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Level 1
Birth to 1 year
Characterised by extreme distractibility, in which the child s attention 
shifts from one object, person or event to another. Any new event 
(such as someone walking by) will immediately distract the child.
Level 2
1 to 2 years
Children in level 2 can concentrate on a concrete task of their own 
choosing, but may not tolerate any verbal or visual intervention from 
an adult. These children may appear obstinate or wilful, but in fact 
their attention is single-channeled and they must ignore extraneous 
stimuli in order to concentrate upon the task at hand.
Level 3
2 to 3 years
Children’s attention is still single-channeled. They cannot attend to 
competing verbal or visual stimuli from different sources. For 
example, they cannot listen to an adult giving directions while playing, 
but with the adult’s help, they can shift their full attention to the 
speaker and then back to the g a m e . _______________________
Level 4
3 to 4 years
The child in level 4 must still alternate full attention (visual and 
auditory) between the speaker and the task, but now does this 
spontaneously, without an adult needing to direct that attention.
Level 5
4 to 5 years
By level 5, attention is two-channeled: that is, the child understands 
verbal instructions related to the task without interrupting the activity 
to look at the speaker. Their concentration span may still be short, but 
group instruction is possible. _____________________ -—
Level 6
5 to 6 years
In the final stage, auditory, visual and manipulatory channels are fully 
integrated and the child’s attention is well established and sustained.
Table 1: Six levels of normal development (Cooke & Williams, 1987)
Impulsivitv: A further multidimensional construct associated with ADHD is that of 
impulsivité, which has been defined as a pattern of rapid, inaccurate responding, poor 
ability to delay immediate gratification and a function of the limited use of cognitive 
mediational strategies that assist in the regulation of one s own behaviour 
(Guevremont & Barkley, in Hooper, Hynd & Mattison, 1992). It is unclear which 
aspects of impulsivity are impaired in children with ADHD. Indeed factor analytic 
studies (e.g. Milich & Kramer, cited in Barkley, 1990) have failed to differentiate an 
impulsivité dimension from that measuring attention, calling into question its 
existence as a separate dimension of behavioural impairment in these children. It has 
also been suggested (Barkley, 1991; Hinshaw, 1994) that behavioural impulsivité may 
reflect a more global process of disinhibition which could explain poor delay of 
gratification or impaired adherence to commands to regulate or inhibit behaviour in
social contexts.
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Overactivitv: Several studies indicate that children with ADHD show heightened 
motor activity in comparison with other children; specifically they are more active, 
restless and fidgety (e.g. Porrino, Rapoport, Behar, Sceery, Ismond & Bunney, 1983). 
However, as with poor sustained attention, there are significant situational 
fluctuations in this symptom (Luk, 1985; Whalen & Henker, 1976), which has led 
some researchers to imply that it is the failure to regulate activity level to setting or 
task demands that may be problematic in ADHD (Routh, 1978, cited in Barkley,
1991). In other words, as with impulsivity, overactivity may be a further 
manifestation of underlying deficits in delayed responding to various stimuli and in 
general inhibitory control of behaviour.
The Aetiology o f ADHD
Psychological Basis: The use of the term “attention deficit” has not been used in 
ICD-10, as it implies a knowledge of psychological processes that is not yet available 
(Herbert, 1996). In comparison, DSM-IV does use the term, in spite of the fact that it 
defines ADHD purely in terms of a pattern of behavioural manifestations. The British 
Psychological Society, in their report of a working party examining the concept of 
ADHD (BPS, 1996), suggested that using the term “attention deficit” implies that 
these patterns of behaviour are the result of specific dysfunctions in the cognitive 
mechanism underpinning attentional processes and they attempt to hypothesise on the 
nature of these psychological process. One model proposed by the BPS is the 
information filter processing model of attention, introduced by Broadbent in 1958. 
This model would, argue the BPS, account for the multidimensional nature of 
attentional deficits in ADHD, as the attentional filter it postulates is a selective and 
adaptive resource affected by cognitive, emotional and environmental factors. 
However, the BPS cite contradictory evidence for this model, e.g. Sergeant & 
Scholten (1985) who reported that ADHD children did not differ in their levels of 
available attentional resources. Nevertheless, the situational fluctuations inherent in 
inattention already described (e.g. Barkley, 1991) could account for some of these 
negative findings, which may not therefore preclude some form of cognitive deficit 
underpinning the attentional component of ADHD.
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An alternative model proposed in the same working party report (BPS, 1996) is that 
ADHD is the result of a problem in impulse control rather than in attention, i.e. there 
is some kind of disruption of response inhibition. This view has been supported by 
other researchers, notably Barkley (1990, 1996). More specifically, this kind of 
impulsiveness involves an inability to withhold a response and wait for things. 
However, the British Psychological Society (1996) also emphasise the importance of 
social and motivational factors in influencing the performance of the ADHD child, 
which may again mitigate in psychological processes that may be operating. It would 
appear that the conclusions regarding any fixed psychological dysfunction in ADHD 
are far from clear.
Neurological Findings: Although brain damage was initially proposed as a chief 
cause of ADHD symptoms, later reviews of the evidence suggest that fewer than 5% 
of children with ADHD have neurological findings consistent with such an aetiology 
(Barkley, 1994). Neurophysiological dysfunction has also been proposed as a causal 
influence and neuroimaging studies have shown ADHD children to have lower 
metabolic activity in the frontal lobes and increased metabolic activity in primary 
sensory and sensori-motor regions (e.g. Riccio, Hynd, Cohen & Gonzales, 1993). 
However, evidence is generally equivocal.
A further finding is that children with deficits in attention and learning may have 
lower or poorly regulated levels of Dopamine, whilst children who are highly 
impulsive have poorly regulated norepinephrine (Rapport, 1995). Rapport(1995) also 
reported that children with a disturbance in both systems show both kinds of problems 
and more extreme difficulties. This evidence would be consistent with the distinction 
made between attentional deficits and hyperactivity-impulsivity made in DSM-IV, but 
again these findings are far from conclusive and require replication. Studies 
attempting to demonstrate neurotransmitter dysfunctions or imbalances by studying 
the responses of ADHD children to drugs, e.g. Methylphenidate (Ritalin), have been 
conflicting in their results (Shaywitz, Shaywitz, Cohen & Young, 1983; Zametkin & 
Rapoport, 1986).
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Genetic Factors: Twin studies have indicated a genetic component in ADHD, with 
heritability estimates of approximately 50% (e.g. Goodman & Stevenson, 1989). 
Furthermore, some studies indicate that between 20% - 32% of parents and siblings 
also have the disorder (Barkley, 1991).
Summary Barkley’s (1994) conclusions following a comprehensive review of the 
literature on the aetiology of ADHD are that studies endorse a biological 
predisposition to the disorder, with multiple causal influences (e.g. acquired brain 
damage, heredity, individual differences). These factors appear to impact on 
psychological mechanisms, possibly mediated by some neurochemical dysfunction 
and result in the behavioural manifestations already described.
The Validity and Utility of DSM-IV Classification of ADHD
The Diagnostic Construct
Several authors have questioned the notion of ADHD being a unitary condition. 
Whalen & Henker (1996) described as unrealistic the view that an overarching 
construct, however broad, could carry enough explanatory power to be considered at 
the heart of ADHD. Similarly, Guevremont & Barkley (in Hooper et al., 1992) 
suggested that the two subgroupings of ADHD in DSM-IV (i.e. predominantly 
inattention and predominantly hyperactivity-impulsivity) may represent different 
disorders and therefore require different treatment approaches. The distinct patterns 
identified by Guevremont & Barkley were as follows:
• Predominantly inattention: the child appears sluggish, exhibits a higher level of 
anxious and depressive features, may be socially withdrawn and shows a greater 
incidence of learning disabilities.
• Predominantly hyperactivity-impulsivity: the child exhibits higher levels of 
aggression, poorer peer interactions and poorer academic performance.
Such separate symptom clusters have been reported by other authors (e.g. Cameron & 
Hill, 1996; Lahey & Carlson, 1991). Factor analytic studies suggest that overactivity
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represents a distinct symptom cluster from measures of inattention (Lahey, Pelham, 
Schaughency, Atkins, Murphy, Allen, Hynd, Russo, Hartdagen & Lorys-Vemon, 
1988). In addition, Searight, Nahlike & Campbell (1995) reported that a higher 
proportion of girls were also to be found in the predominantly inattentive category, 
also indicating the operation of different mechanisms in this subgroup. However, 
several studies have also found a significant degree of comorbidity between ADHD 
and other psychiatric problems, including Conduct Disorder, Oppositional Defiant 
Disorder and Emotional Disorders (e.g. Searight et al., 1995). Whalen & Henker 
(1996) suggested that ADHD’s co-existence with other disturbances is the rule and 
that particularly high rates of overlap exist in areas concerned with learning and 
emotional or behavioural difficulties. Therefore, it may be that symptoms of 
coexisting disorders may have confounded separate analyses of the symptoms thought 
to characterise ADHD.
Assessment
The overview of ADHD presented above highlights the need for a comprehensive 
assessment of children with ADHD relying on several informants, across multiple 
settings, using a variety of assessment methods that focus not only on the primary 
symptoms of ADHD but also on the child’s academic and social functioning, as well 
as the integrity of his or her family environment. Issues of the validity of the concept 
of ADHD and reliability of the measures themselves need to be considered in the 
context of assessment. Barkley (1987) outlined the following parameters that may be 
used in a comprehensive multimethod assessment of ADHD:
1. Measurement of primary symptoms (e.g. sustained attention, impulsivity) should 
allow age-related comparisons to establish developmental deviance.
2. The possibility of co-existing problems (e.g. conduct disorder) should be assessed.
3. Information from diverse settings should be obtained.
4. Methods sensitive to a wide age range should be used.
Several authors have suggested assessment protocols which reflect both the muli-
dimensional nature of ADHD symptoms, as well as addressing the various causal and
situational factors (biological, psychological and environmental). Cameron & Hill
(1996) recommended a package involving various components. Firstly, the
administration of behaviour rating scales, e.g. the Conners Parent and Teaching
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Rating Scales (Goyette, Conners and Ulrich, 1978) enable clinicians to gather 
information collapsed across time intervals and compare this with a large pool of 
normative data. Secondly, interviews with both parent and child allow the 
establishment of a full developmental history, core symptomatology and a general 
impression of the child’s appearance. Following this, direct observation sessions 
further document and quantify the existence of problems with attention, impulsivity 
and restlessness mentioned by parents and teachers. Fourthly, the seeking of 
information from schools regarding academic achievement, classroom behaviour, 
general organisational skills, peer relationships, self-esteem, classroom behaviour e.g. 
general response to rules and task completion and level of activity. Finally, Cameron 
& Hill recommend the administration of some psychometric testing in order to 
ascertain the existence of any learning disability and to gain a clearer picture of the 
child’s cognitive strengths and deficits. This latter kind of screening would not only 
clarify whether the child’s poor school performance were the result of 
underachievement or attention deficits, but could also facilitate the development of an 
appropriate intervention strategy. Similar assessment packages have been 
recommended by other researchers (e.g. Barkley, 1990; Hinshaw, 1994).
Barkley (1991) expressed the belief that the interviews with the ADHD child and their
parents and teachers are the most essential component of the assessment package in
«.ctahiighino that diagnostic criteria are met. Although important sources of
information, it has been found that observations from these informants is not always
accurate. Firstly, it has been noted (e.g. Hinshaw 1994) that in an interview with a
professional, the ADHD child may present very differently, probably due to the novel
nature of the situation. Secondly, it has been found that in a large number of cases,
parents consult professionals as a last resort, after having attempted various strategies
themselves and come armed with information from friends about similar problems,
holding expectations about a “cure” and frustrated and angry with the child (Sabatino
& Vance, 1994). Such preconceptions may influence their responding to questions
and render their report subject to bias (BPS, 1996). Finally, the child s teacher may
tend to explain the failure of the educational system by regarding the child as disabled
(BPS, 1996). A further issue pertaining both to parent and teacher interviews and
behaviour checklists is the influence of the halo effect (e.g. Dion, 1972). That is,
parents and teachers may rate children as all “good” or all “bad”, making stable and
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global attributions as to causality and pervasiveness. It has been reported that 
depressed mothers are especially prone to perceiving behaviour problems as more 
pervasive than they actually are (Searight et al., 1995).
Clearly, some biases exist on the part of both parents and teachers when describing 
and rating the child’s behaviour. Studies examining the interrater reliability of parents 
and teachers’ ratings of ADHD symptoms have revealed some inconsistencies, but 
have generally indicated that there is reasonable concordance between the two 
(Edelbrock & Costello, 1988; Zarski, Cook, West & O’Keefe, 1987). However, these 
studies varied in how they established diagnosis and selection criteria and therefore 
the results may not reflect the validity of the DSM-IV diagnostic construct as such.
Atkins & Pelham (1991) described the importance of basing the assessment of ADHD 
in the child’s school, suggesting that it is not until the child enters formal education 
that the seriousness of the symptoms is first noted. Although they emphasise the 
importance of employing multivariate classroom measures in order to reflect the 
variety of associated symptoms, Atkins & Pelhams’ basic premise that ADHD is a 
school-based disorder appears to be fundamentally flawed. It has been demonstrated 
that symptoms of ADHD manifest themselves over a wide range of situations (e.g. 
Barkley, 1990) and indeed DSM-IV criteria require symptoms to be present in two or 
more settings. Although it may be true that the majority of ADHD behaviours are 
expressed in the classroom, this may be due to the fact that the child spends a 
significant proportion of time in this environment and furthermore, is asked to 
perform tasks and activities requiring sustained attention which may not be 
intrinsically interesting, moreso than at home. In addition, the idea that the 
seriousness of ADHD symptoms are reported initially when the child begins to attend 
school may simply reflect the parents’ reluctance to acknowledge any problem before 
then or, alternatively, their ignorance of normal development in the absence of 
comparisons.
In view of the role of the environment in maintaining and exacerbating ADHD 
behaviours, the British Psychological Society in their working party report on ADHD 
(1996), described environmental circumstances as being central to an assessment of
the disorder. One factor to consider is parenting style and family relationships.
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Danforth, Barkley & Stokes (1991) reported that parents of hyperactive children were 
more directive, provided frequent verbal commands, reprimands and corrections and 
gave fewer rewards for appropriate behaviour. Consequently, Danforth et al. argue, 
the child has not experienced a home environment which has promoted attention to 
various activities. However, it is not possible to conclude from this research whether 
the parenting styles described had any causal or maintaining effect, or whether they 
were merely adaptive strategies adopted by parents of ADHD children. Nevertheless, 
the importance of taking a functional perspective in assessing ADHD, taking account 
of the child’s experiences, learning opportunities and possible reasons for the 
behaviour, should not be overlooked. Inherent in a functional analysis of ADHD 
symptoms is an examination of individual difficulties which may impact on the 
child’s behaviour. The British Psychological Society (1996) categories these as 
follows:
• Motivation and interest in what has to be attended to, which may reflect the 
apparent lack of understaning.
• Levels of cognitive functioning.
• Specific communication difficulties.
• Emotional status, e.g. anxiety and depression.
• Different personal styles of learning and problem solving.
Making a Diagnosis: Issues and Implications
From the above discussion, it can be seen that the myriad of mechanisms underlying 
ADHD are reflected in the many factors which must be considered in assessment, 
rendering the task of making a diagnosis a complex and sensitive one. Pendergast et 
al. (1988) reported that low reliability exists amongst clinicians diagnosing ADHD. 
However, DSM-IV criteria have become more specific since this study was conducted 
and provide a more detailed list of behavioural descriptors. Most researchers support 
the differentiation between inattention and hyperactivity-impulsivity, although some 
authors still argue that attentional deficits are not really a defining feature at all (e.g. 
Herbert, 1996). In fact, Barkley & Guevremont (in Hooper et al., 1992) suggested 
that ADHD may be moiæ appropriately named hyperactive-impulsive disorder.
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Searight et al. (1995) listed several factors which may confound diagnosis:
• Overlap between psychiatric criteria and normal childhood behaviour.
• Inconsistencies in informants’ observations.
• Overt similarities between ADHD and other childhood behaviour disorders.
The prevalence of comorbidity has been described previously and therefore any 
diagnosis of ADHD must consider a differential diagnosis, e.g. oppositional defiant 
disorder and conduct disorder. Despite these confusions and contradictions, Herbert
(1996) maintains that there is sufficient agreement at a descriptive level and 
implications for treatment to justify using the term ADHD.
When considering the utility of a diagnostic classification of ADHD, the implications 
for and impact on the child must be addressed. The effects of labeling the child with a 
psychiatric diagnosis may result in stigmatisation and have a limiting effect upon the 
development of environmental approaches to intervention (BPS, 1996). Furthermore, 
diagnosis may lead to the individual being pathologised unnecessarily and the child 
being blamed for his/her behaviour. Alternatively, the adoption of a disease model 
may help those with severe and pervasive problems and their carers to conceptualise 
their difficulties in a way that actually reduces the imposition of blame and facilitates 
intervention. This is particularly true when children experience the impact of their 
disorganised or impulsive behaviour on others without having the cognitive maturity 
to perceive their own contribution to the situation. In addition, knowing that a child 
has a particular disorder may enable clinicians to predict that he/she may have other 
concomitant behavioural features and provide the basis for establishing the best 
treatment. Therefore, at a practical level, a diagnosis of ADHD may result in the 
child being given the support and treatment necessary for controlling their presenting
symptoms.
Conclusions
The utility of a diagnostic classification of ADHD has been discussed with reference 
to the evolution of the construct, including its aetiology, the validity of the diagnostic 
criteria, the reliability of assessment measures employed in reaching a diagnosis and 
the implications of making such a diagnosis. It has emerged that the theoretical 
underpinnings of ADHD are still unclear and as such any diagnostic classification
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remains unsatisfactory. However, the existence of this construct has been the basis 
for research which has significantly advanced our understanding of ADHD. The 
multidimensional nature of the disorder -  symptoms, aetiologies and maintaining 
factors -  is reflected in the wide variety of interventions available, e.g. education, 
behavioural management, medication and individual cognitive approaches (e.g. 
Cameron & Hill, 1996). These treatment approaches have developed from an analysis 
of the separate features thought to constitute the disorder and the operational 
relationships which define them.
At an individual level, a diagnosis of ADHD has advantages and disadvantages and 
clearly every case requires individualised handling. A diagnostic classification used 
indiscriminately and without a broader, functional and environmental perspective will 
be of limited value to the individual. However, as a descriptive construct, forming the 
basis for further exploration and research, the diagnostic classification is of significant 
utility.
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DISCUSS MODELS OF DEPRESSION IN OLDER AGE AND THEIR 
IMPLICATIONS FOR THERAPY
Introduction
Traditionally, depression has been considered to be closely associated with older age, 
with estimates of prevalence ranging from 24-34% (Woods & Britton, 1985) in 
comparison with 5-25% for the general population (American Psychiatric 
Association, 1995). A possible explanation for the correspondence between ageing 
and depression reported in the literature is the fact that many of the negative changes 
associated with depression are also believed to be associated with ageing. DSM-IV 
(American Psychiatric Association, 1994) criteria for major depressive disorder 
include symptoms of concentration and memory difficulties and psychomotor 
retardation, which have also been associated with ageing. In addition, the decline in 
social involvement and frequency of engagement in pleasant activities which have 
been reported in depressed individuals (e.g. Allgood-Merten, Lewinsohn & Hops,
1990) were characteristic of Gumming & Henrys’ (1961) influential disengagement 
theory of ageing. However, researchers are increasingly moving away from the view 
that depression is inevitable in old age and attempting instead to identify variables 
which may either be distorting the presentation and diagnosis of depression amongst 
older adults, or those which may be perceived as risk factors for developing 
depression. A growing understanding of the normal ageing process has facilitated 
insight into some of the abnormalities which can arise. Despite the increasing 
conviction that depression is neither inevitable nor more prevalent in old age (e.g. 
Feinson, 1985; Lewinsohn, Rohde, Fischer & Seeley, 1991), the value of studying this 
disorder amongst older adults as a distinct population is related to some of the unique 
features inherent in ageing and subsequently to the different therapeutic approaches 
which may be required.
In order to differentiate between underlying aetiologies of depression, a variety of 
factors require consideration. Therefore, models encompassing organic, 
psychological and psychosocial aspects of depression in old age will be addressed, in 
each case relating the literature to that of normal ageing. Organic factors include
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neuroanatomical and neurobiochemical correlates of depression and their possible link 
with cognitive impairment and senile dementia. In terms of psychological and 
psychosocial influences, factors to be evaluated include personality, adjustment, 
social support and physical health. Finally, when considering implications for 
therapy, an attempt will be made to synthesise the different models and explore the 
inter-relationships between them.
Organic Correlates of Depression in Older Age
Structural Brain Changes
Associations between brain injury and depression, for example following 
cerebrovascular accidents, are well documented (e.g. Sinyor, Amato & Kaloipek,
1986), however, structural brain changes have also been identified in depressed 
individuals who have not suffered any form of cortical trauma. Blanchard (1996) 
reported that white matter lesions, as well as decreases in the size of a variety of 
subcortical structures are exhibited by 85% of depressed inpatients aged 60 and 
above. Other researchers have discovered a trend for depressed older adults to have 
enlarged ventricles (Jacobs, Levy & Bird, 1981) and reduced cerebral blood flow and 
metabolism in the frontal striatal area (Joyce, 1991).
In relation to the nature of cortical lesions found in the depressed elderly, white matter 
hyperintensity upon magnetic resonance imaging has been found by several 
investigators (e.g. Coffey, Figiel, Djang, Saunders & Weiner, 1989; O’Brien, 
Desmond, Ames, Schweitzer, Harrigan & Tress, 1996). O’Brien et al. (1996) 
identified deep white matter lesions in the left basal ganglia and right frontal area of 
the brains of depressed individuals, which were significantly more prevalent and 
severe than those of healthy controls and controls with Alzheimer’s Disease.
Similarly, in a review of magnetic resonance imaging research, Baldwin (1993) found 
that the majority of studies supported the finding of white matter hyperintensities in 
the brains of depressed individuals. Periventricular lesions have also been identified in
the depressed elderly(e.g. C o ffey ,F ig ie l& D jan g , 1990), although the evidence for
this type of atrophy remains controversial (e.g. Rabins, Pearlson & Aylward, 1991).
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Aetiological underpinnings of structural brain changes in the depressed elderly are 
unclear. The white matter hyperintensities found on magnetic resonance imaging 
have been found more frequently in individuals suffering their first episode oflate- 
onset depression (O’Brien et al., 1996; Miller, Kumar & Yousem, 1994). No 
evidence has been found for any primary disease process associated with the cortical 
changes. These two findings have led researchers to speculate that the lesions 
occurring may be attributed to advancing age (e.g. Coffey et al., 1989; Rabins et al.,
1991), although the reason for these changes taking place in only a limited number of 
older adults is uncertain. With regard to the mechanisms by which the documented 
cortical lesions produce depression, Krishnan (1993) hypothesised a basal 
ganglia/frontal circuit dysfunction in depression. As the white matter lesions reported 
have generally been localised in these areas, the magnetic resonance imaging studies 
would appear to support this hypothesis. It has also been suggested that diffuse 
subcortical lesions might disrupt neurotransmitter pathways, such as Dopamine, 
resulting in a “neurochemical disconnection syndrome” (Coffey et al., 1989). Further 
neurobiochemical evidence will be discussed in subsequent sections.
In terms of normal ageing, Blanchard (1996) described how brain volume decreases, 
cerebrospinal fluid volume increases and there may be cortical atrophy and enlarged 
cerebral ventricles. More specifically, the type of white matter lesions identified in the 
brains of depressed older adults are also believed to be exhibited by 30% of non­
depressed older people (Blanchard, 1996; Baldwin, 1993). This raises questions 
concerning the validity of findings pertaining to distinctions between depressed and 
non-depressed older adults in terms of structural brain changes. Baldwin (1993) 
identified several methodological issues which may have biased the findings of the 
magnetic resonance imaging research he reviewed. These concerned predominantly 
selection biases (i.e. studying ‘special’ groups of more severely depressed older 
adults, for example groups referred for electroconvulsive therapy or inpatients in 
specialised centres) and the lack of uniformity in classifying and rating lesions. In 
addition to Baldwin’s objections, it should be noted that the criteria for establishing 
depression amongst participants has been inconsistent across studies, with some 
investigators using DSM-HIR or DSM-IV for diagnosis and others using rating 
scales. Measures such as the Hamilton Rating Scale for Depression (Hamilton, 1967)
and the Beck Depression Inventory (Beck, 1978), which are frequently employed,
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may not always be reliable when used with older adults, as they contain items relating 
to somatic complaints, which may confound any obtained score indicating depression 
(e.g. Woods & Britton, 1985). DSM has also been criticised on these grounds. In 
view of such methodological flaws and confounding variables, it could be postulated 
that many studies are concentrating on the more severely depressed individuals, whilst 
others are using insensitive measures and possibly including non-depressed 
participants in their sample. In the former case, it could be speculated that the white 
matter lesions identified may predispose an individual to developing more serious 
forms of depression and that in the estimated 30% of normal older adults who also 
display these lesions, the cortical pathology has not yet advanced to the stage where 
symptoms of depression would appear. However, further support for this hypothesis 
is necessary using more consistent lesion classification systems, more varied samples 
and standardised criteria for establishing a diagnosis of depression.
Cognitive Impairments and “Pseudodementia ”
Measures of cognitive ability have frequently been included in studies investigating 
structural brain changes in depressed older adults and several have revealed 
associations between the presence of lesions and the degree of cognitive impairment 
(e.g. Lesser, Miller, Boone, Hill-Gutierrez, Mehringer, Wong & Mena, 1991;
Pearlson, Rabins, Kim, Speedie, Moberg, Bums & Bascom, 1989). More common, 
however, is the finding that depression and cognitive impairments are closely 
associated (e.g. O’Brien et al., 1996; Abas, Sahakian & Levy, 1990). More 
specifically, depressed older adults tend to perform significantly poorer on tests of 
memory, attention and learning than non-depressed older adults. Lesser et al. (1991) 
found that the cognitive impairments exhibited by their group of depressed individuals 
involved frontal systems, including memory and visuo-spatial tasks. However, 
participants in their sample were recmited from a psychiatric hospital and their 
diagnoses included psychotic disorders in many cases, which may involve different 
pathology and presentation.
The cognitive deficits which have been noted amongst the depressed elderly are
similar to those in Alzheimer’s Disease and this has led to the term pseudodementia
being applied to depressed elderly persons displaying some of the cognitive
dysfunction associated with dementia. This term was first used in 1952 by Madden,
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T n h n n  Kaplan & Manfred and subsequent attempts have been made to differentiate 
between dementia and pseudodementia. It has been reported that individuals with 
Alzheimer’s Disease have additional cognitive deficits in semantic encoding and 
retrieval and that pseudodementia may be more related to subcortical abnormalities, 
as opposed to cortical dementias, and are characterised by a slowing of cognition 
(bradyphrenia), memory disturbances, problem-solving difficulties and disturbance of 
mood or affect (Weingartner, Kaye, SmaUberg, Ebert, Gillin & Sitaram, 1983; Cohen, 
Weingartner, Smallberg, Pickar & Murphy, 1982). However, these claims have not 
been empirically supported by the magnetic resonance imaging studies previously 
described, which have found evidence for cortical lesions in the depressed elderly.
Although lacking diagnostic specificity, the term pseudodementia may have 
descriptive value if the cognitive impairment is likely to be non-progressive and is 
potentially treatable and hence reversible. However, the reversibility of cognitive 
deficits in pseudodementia has been disputed, with many studies finding some 
residual degree of impairment upon resolution of the individuals’ depression (e.g. 
Jacobs, Levy & Bird, 1981; Abas et al., 1990). In addition, it has been suggested that 
the role of depression per se in producing cognitive deficits may be secondary to the 
role of psychosis and/or structural abnormalities in the cortex (Lesser et al., 1991). 
Therefore, it may be that pseudodementia is more closely related to actual dementia 
than was originally believed, such that many of the depressed older adults exhibiting 
cognitive impairments may represent a population overlapping with that of dementia 
sufferers. In support of this. Reding, Haycox & Bliss (1983) reported that the 
majority of depressed elderly participants presenting with cognitive impairments 
thought to represent pseudodementia in their study, were found to develop a primary 
dementia at follow-up. Further evidence relating to the similarities in cortical 
pathology and cognitive dysfunction between depressed and dementing individuals is 
necessary in order to elucidate this issue.
Delusional Depression
Several investigators have emphasised a distinction between delusional and non-
delusional depression (Baldwin, 1995; Dennis, Charney & Nelson, 1981), justifying
the separate study of this subtype in terms of its different presentation and subsequent
differences in treatment responsiveness. In terms of presentation, it has been found
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that older adults with delusional depression exhibit a higher degree of guilt feelings, 
ruminations and agitation than those with non-delusional depression, who display 
more lethargy and anxiety (Dennis et al., 1981). Prognosis has also been found to be 
poorer for delusional depression and this has been related to a lower response rate to 
antidepressant medication (Baldwin, 1988). In general, a combination of 
antidepressant medication and electroconvulsive therapy has been found to be the 
most effective intervention for delusional depression (Baldwin, 1988; Dennis et al., 
1981; Baldwin, 1995). However, these studies have tended to use retrospective 
designs and have not controlled for the possibility of a secondary diagnosis of a 
psychotic disorder. In relation to this, several studies have indicated decreased 
metabolic activity of the frontal lobes and caudate putamen in delusional depression 
(e.g. Schatzberg & Rothschild, 1992) and such hypofrontality has also been 
implicated in schizophrenia (e.g Van Kammen, 1991). Therefore, the issue of 
whether delusional depression is a distinct disorder or merely part of an overall 
psychotic disorder remains unclear.
Neurobiochemical Factors
Neurobiochemistry research has indicated that increasing age may lead to brain 
changes which predispose to depression among older people, when depression is 
considered within the context of the amine model (e.g. Meltzer, 1987; Zubenko, 
Moossy & Koop, 1990). Specifically, this model delineates a decrease of 
noradrenaline neurones in some brain areas with age, an increase of monoamine 
oxidase activity in brain tissue resulting in an increased capacity in older brains to 
remove active monoamine neurotransmitters and finally, a reduction in serotonin 
(Blanchard, 1996; Joyce, 1991). However, these findings have generally been 
reported upon post-mortem and cannot therefore be conclusively linked with 
depression, as other underlying disease processes may be implicated.
Summary o f Organic Models o f Depression Amongst Older Adults 
Structural brain changes have been identified amongst depressed older adults with a 
preponderance of white matter lesions, particularly in the basal ganglia and frontal 
lobe regions. These kinds of cortical abnormalities have also been associated with 
cognitive impairments, often producing a profile similar to that observed in 
Alzheimer’s disease and the overlap between this so-called pseudodementia and
actual dementia has yet to be clarified. In addition, a subtype of depression -  
delusional depression -  has been reported by some investigators as requiring a 
different treatment approach. However, whether this represents a true form of 
depression or is a feature of a psychotic disorder is unclear. Reduced 
neurobiochemical activity, particularly in the frontal areas, has been reported in both 
delusional and non-delusional depression and these changes, combined with structural 
changes may predispose to depression among older people. However, evidence for 
such changes constituting part of normal ageing is inconsistent. Further research is 
necessary to determine more precisely the aetiology of structural and chemical 
deterioration in the brains of older adults.
Personality and Adjustment Models of Depression Amongst Older 
Adults
It has been suggested that non-organic depressions have their origins in either social 
stress, initially proposed by Brown & Harris (1978), or ‘acquired susceptibility’ or 
‘sensitisation’, as described by Post (1992). The latter theory relates to psychological 
models of personality and adjustment which will now be reviewed.
One definition of ageing is a ‘progressive loss of adaptive ability’ and this ability to 
adjust and adapt has been related to both physical and mental health, including 
depression (Woods & Britton, 1985). Attempts to integrate personality development 
into coherent models have produced inconclusive findings. The literature on 
personality change with advancing age indicates a general stability in personality, 
with no gross alterations (e.g. Savage, 1981). Changes which are demonstrated tend 
to be towards social withdrawal and introversion (e.g. Savage, Gaber, Britton, Bolton 
& Cooper, 1977). However, the appropriateness of the personality inventories used in 
these studies has been questioned (Woods & Britton, 1985), as many items may not 
be relevant to the social and physical environments of older adults.
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Erikson (1963) developed one of the few personality theories which encompasses old 
age. Ego-integrity versus despair is postulated as the final developmental task and 
this involves accepting past life, evaluating and restructuring what has been achieved 
and accomplished, coming to terms with the failures, disappointments and missed 
opportunities and acceptance of the inevitability of death. Disorganisation of this 
developmental stage is more likely to occur after life events such as retirement and 
bereavement and effective adaptation and coping depends upon a variety of factors, 
including an individual’s social, environmental and internal resources. Thomae 
(1970, cited in Woods & Britton, 1985) emphasised the positive aspects of ageing on 
adjustment and related them to the person’s cognitions, constructs and perceptions of 
the world around them. Such an approach represents a more positive view of older 
age, focusing on individual vulnerability to depression, rather than assuming that 
ageing and depression are inevitably linked. Other cognitive models of depression 
take a similar standpoint. Kuypers’ (1972) Locus of Control model stipulated that 
‘extemalisers’ had higher levels of adjustment on measures of mood, self-esteem, 
anxiety and other mental health indices than ‘intemalisers’ , whilst Beck (1973) 
explained depression in terms of dysfunctional assumptions and negative core beliefs. 
Although these psychological constructs and models of depression remain influential, 
there is little evidence that such cognitive shifts are more likely to occur in older age. 
It may be, therefore, that the deterioration in adaptive ability implicated in ageing is 
not a real difference, but caused by other, external factors.
Psychosocial Models of Depression in Older Age
Murphy (1983) identified three factors involved in depression amongst older people:
• Severe life events
• Major social difficulties
• Poor Physical Health
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Within a behavioural framework, the role of these psychosocial factors upon 
depression has been related to the following functions:
• Reduced social reinforcement
• Loss of reinforceable behaviour
• Loss of reinforcer effectiveness
• Aversive control
• Learned helplessness 
(Woods & Britton, 1981)
Potentially reinforcing events are thought to be less readily available due to depleted 
social networks, retirement, bereavement and deteriorating health. However, 
engagement per se does not lead directly to reinforcement, the perception of the 
activity by the person is also of great importance. Learned helplessness relates to a 
reduction in an individual’s ability to control their environment (Seligman, 1974) and 
amongst older people this has been attributed to loss of partner or friends, loss of 
mobility due to poor health and loss of worthwhile occupation through retirement. 
These factors will now be considered individually.
Social Support: Friends and Family
Social support has been defined as The interactive process in which emotional, 
instrumental or financial aid is obtained from one’s social network’ and the 
association between access to social support and levels of depression has been found 
to be as high as 20% (Bowling, 1994). The importance of social support is thought to 
lie in its buffering effect against life crises, loneliness and isolation, as well as 
providing a means of practical assistance (Pearlin, Liberman, Menaghan & Mullan,
1981). However, findings regarding the precise nature of the interaction between 
social support and mental health are inconsistent. During the 1970s, the belief was 
promoted that social support maintained the organism by promoting adaptive 
behaviour or neuroendocrine responses when under stress or other threats to health. 
This view has been supported by studies of immune and neuroendocrine function 
which suggest that the social environment may have indirect effects on disease 
susceptibility via its effects on intermediary physiological processes (Kiecolt-Glaser, 
Glaser & Williger, 1985). However, the direct applicability of this theory to the 
aetiology of depression is unclear.
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Lewinsohn et al. (1991) found that being depressed was associated with less social 
support, reduced social interaction and social skills, reduced engagement in pleasant 
activities, distorted cognitions and greater interpersonal dependency. It was also 
found that age itself was not significantly related to these psychosocial variables, but 
that the findings were comparable with research amongst younger adults in that a 
similar collection of negative factors were correlated with depression. However, 
Lewinsohn et al. s’ study involved participants responding to a mail announcement, 
attending a clinic and completing lengthy questionnaires, which may have resulted in 
a sample biased towards more motivated and active participants, thus resembling a 
younger population. Cervilla & Prince (1997) also found that depression amongst 
their elderly sample was related to two or more of a list of social support deficits, 
which included living alone, seeing a relative less often than once a week and having 
no supportive neighbours. This association was found to be stronger in those with no 
cognitive impairments; however, participants within the cognitively impaired groups 
also had higher levels of physical disability, which were not controlled for.
With regard to the nature of social support networks, it has been suggested that it is 
their quality rather than quantity which is of primary importance (Strain & Chappel,
1982). Furthermore, although larger networks may have more potential for offering 
support, it has been found that they also create the increased likelihood of conflict due 
to the pressures and responsibilities stemming from a larger number of relationships 
(Bowling, 1994). Friends rather than family have been reported to provide the most 
important source of emotional support, as they fulfil the role of confidante more 
frequently (Strain & Chappel, 1982). In relation this, Lambert, Lambert & Klipple 
(1989) reported that satisfaction with social support was a significant predictor of 
psychological well-being amongst older women with arthritis and concluded that 
perceptions of social support are positively linked with perceptions of health. 
However, Lambert et al. s’ measures of perceived satisfaction with social support may 
have been confounded by feelings of well-being.
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Life Experiences: Bereavement and Retirement
Stressful life events have been associated with depression amongst older adults, as 
amongst younger adults (Lewinsohn et al., 1991; Cervilla & Prince, 1997); however, 
older adults are more likely to experience the loss of friends, family, home, 
occupation and income (Woods & Britton, 1985). Poorer mental and physical health, 
especially depression, has been found amongst the bereaved (Parkes, 1964; Gilewski, 
Farberow, Gallagher & Thompson, 1991). In addition, a deterioration in physical 
health and psychological well-being has also been reported amongst older women 
whose spouses enter institutional care (Rosenthal & Dawson, 1991). It would appear 
then that a clear link exists between widowhood and depression; however the 
mitigating effects of other factors, such as social support and level of activity, have 
not been fully investigated.
Retirement has been found to lead to a decrease in well-being and morale, usually of a 
temporary nature (Fiske, 1980). Poorer long-term adjustment to retirement has been 
related to personality variables, including a tendency to self-blame or to focus on 
unattained life goals (Bowling, 1994). Once more, there is a paucity of research 
exploring the protective function of other psychological and psychosocial factors in 
this process.
Physical Health
Physical health has been described as the best predictor of psychiatric morbidity 
amongst older adults (Bowling & Brown, 1991). However, the direction of this 
association is unclear as health may also impact on the maintenance of social 
networks, which in turn influence emotional well-being, as already described. 
Independent relationships between disability and depression have been reported 
(Prince, Harwood, Blizard, Thomas & Mann, 1997), although the definition of 
disability has been fairly broad. Further research into the specific effects of health 
problems common amongst older adults, such as sensory loss, arthritis and 
cardiovascular conditions is necessary.
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Summary o f Personality, Adjustment and Psychosocial Models o f Depression 
Amongst Older Adults
Little evidence exists for personality changes amongst older adults, although 
developmental theories have identified that adjustment to this stage in the life cycle is 
highly important. Clearly, the success of adjustment depends upon both internal and 
external coping resources. Although cognitive theories of depression are not 
necessarily any more applicable to older adults than younger adults, many of the 
psychosocial and behavioural aspects of ageing may overlap with and influence the 
negative cognitions and attributional style which are described as inherent to 
depression. Changes in social networks through bereavement, retirement and 
decreased mobility may lead to less emotional support and a very different 
environment (e.g. a move to a nursing home). This, in turn, may lead to losses of 
occupational status, decreased opportunity for reinforcement and reduced control over 
the environment. It would appear then that psychological and social aspects of 
depression are heavily interwoven and evidently, this will have strong implications for 
therapeutic interventions.
Implications for Therapy
From previous sections, it can be seen that depression in older age is comprised of a 
multitude of inter-relating factors. The literature appears to have divided depression 
into organic and non-organic subtypes; however, a clear rationale for this dichotomy 
is unavailable. Evidence exists for structural brain changes and neurobiochemical 
dysregulation amongst depressed older adults. Cognitive impairment also appears to 
be associated with these changes. However, further research is required to investigate 
the nature and aetiology of cortical and subcortical dysfunction in older age, its link 
with dementia and whether the changes are degenerative or reversible by treatment. 
Implications for therapy would clearly be heavily influenced by such issues. In 
addition, the interaction of neuroanatomical, neurobiochemical and cognitive 
processes with individual and psychosocial factors requires elucidation. It is possible 
that the impairments resulting from changes in the brain may impact upon an 
individual’s ability to maintain social support networks and functioning in general and 
that the consequences of this represent the primary pathway to depression.
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Delusional depression has also been identified as a subtype of organic depression. 
Although there is some debate as to whether this actually constitutes a form of 
depression or is part of a wider spectrum of psychotic disorders, there would appear to 
be some utility in its separate classification in terms of treatment. Electroconvulsive 
therapy in combination with antidepressants has been found to be the most effective 
form of treatment (Baldwin, 1988; Nelson & Bowers, 1978).
Idiosyncratic reactions to psychoactive drugs as well as the vast array of identified 
risk factors for depression in older age, may make the disorder less easy to treat 
pharmacologically, thus increasing the need for and relevance of psychological 
treatment. Bergmann (1978) identified the main tasks of any psychotherapy for 
depression in older adults:
■ Accepting the proximity of death
■ Coping with and adjusting to physical disabilities and ill health
■ Achieving a rational dependence on medical, social and family support and 
identifying and exercising available choices to maximise satisfaction.
■ Sustaining mutually emotionally gratifying relationships with friends and 
relatives.
This approach is consistent in part with Erikson’s theory of development in old age,
previously discussed, which proposes the task of accepting, evaluating and
restructuring past life experiences. Means of achieving these goals are addressed
within a variety of therapeutic frameworks. Life-review aims to provide the
individual with an overall perspective of their life, making sense of their experiences
and accepting their successes and failures (Lewis & Butler, 1974). A behavioural
approach would encompass modifying the individual’s environment in order to
increase their sense of control over it. This would particularly apply in cases where
depression is thought to be a reaction to moving to a new home, where increasing
familiarity and ownership may be important. Skills training and problem-solving may
serve to increase the person’s subjective control over the environment (Russian &
Lawrence, 1981). Level of activity has been correlated with depression (Lewinsohn
& Macphillamy, 1974) and consequently activity programming has been incorporated
into treatment programmes in order to increase the opportunity for social contact as
well as providing reinforcement and building self-esteem. However, engagement in
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activity has not been found to be of paramount importance with older people 
(Simpson, Woods & Britton, 1981) and in this respect, their choices, preferences and 
past interests and experiences should be co-ordinated with any attempts at activity 
scheduling. In addition, cognitive and attitudinal aspects may require therapeutic 
intervention, in order to address any negative perceptions of the situation and the self 
which may be reducing an individual’s pleasure in engaging in activities.
Social support deficits could benefit from increasing opportunities for social contact, 
social skills training or systemic interventions addressing relationship issues. Loss 
and adjustment have been discussed in relation to depression and the treatment of the 
resulting grief is of particular significance with the elderly due to the multiple losses 
they experience.
In summary, therapeutic interventions with older adults need to be flexible and 
holistic in order to address the multivariate aetiology and maintaining aspects of 
depression. Whilst some general aspects of psychological therapies may be applied to 
this population, modification of the approach employed may be necessary in order to 
accommodate some of the unique features of older adults, e.g. the multiple losses 
experienced. In addition, more emphasis on practical assistance and problem-solving 
may be required.
Conclusions
A review of models of depression in older age has highlighted the importance of 
examining evidence of the separate and combined effects of intrinsic, biological and 
environmental influences. Many factors associated with depression are not unique to 
ageing and should not be considered an inevitability. However, older adults may be 
more vulnerable to developing depression due to a range of psychosocial and 
biological changes which are more common in old age and any therapeutic 
intervention should be sensitive to these characteristics.
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DISCUSS AND EVALUATE THE STRESS-VULNERABILITY MODEL OF 
SCHIZOPHRENIA WITH PARTICULAR REFERENCE TO ITS 
IMPLICATIONS FOR TREATMENT
Introduction
The search for a comprehensive theoretical construction for the formulation of 
psychological problems experienced by people suffering from schizophrenia has 
hindered the application of psychological knowledge and treatments in this area. First 
proposed by Zubin & Spring in 1977, the stress-vulnerability model is claimed not 
only to provide an aetiological framework for the disorder of schizophrenia, but also 
to be sufficiently flexible to accommodate a range of professional orientations, thus 
assisting the development of clinically meaningful formulations. Although several 
vulnerability models exist (e.g. Zubin & Spring, 1977; Nuechterlein & Dawson, 
1984a; O’Connor, 1994), they tend to share a number of features. The basic premise 
of the majority of vulnerability models is that episodes of schizophrenia are triggered 
by challenging life events which are primarily characterised by forms of 
environmental stress. The emergence of schizophrenia, it is hypothesised, depends on 
whether these stressors exceed a threshold determined by the individual’s level of 
vulnerability.
An outline will be given here of the development of current vulnerability models, 
highlighting the shift from traditional unifactorial approaches, which seek to account 
for the presence of specific symptoms such as hallucinations and delusions by 
stressing either intrapersonal factors (e.g. biological pathogens) or interpersonal 
factors (e.g. familial experiences), to a more unified theoretical perspective, 
encompassing a range of aetiological factors. Following this, the stress-vulnerability 
model and its various components, including the nature of the proposed vulnerability 
and the types of environmental stress which are implicated in influencing 
symptomatology, will be described with reference to relevant research findings.
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As an integral part of the stress-vulnerability model is its inclusion of mediating 
variables, which may protect the individual from the impact of stressors and increase 
their vulnerability threshold, interventions have been developed which aim to 
ameliorate these moderators. Ranging from neuroleptic medication to psychosocial 
approaches, treatment is multifaceted in order to influence the multifactorial symptom 
determinants postulated by vulnerability models. The primary treatment approaches 
and their relation to the stress-vulnerability model will be explored here, together with 
an evaluation of their effectiveness. Finally, an attempt will be made to highlight the 
benefits and weaknesses of vulnerability models and to identify future research 
directions.
The Development of Vulnerability Models
Traditional Conceptualisations o f Schizophrenia
Despite the recognised existence of the disabilities and handicaps experienced by 
many people diagnosed with schizophrenia, the scientific status of the concept of the 
illness has remained an enigma within psychiatry (Clements & Turpin, 1992, in 
Birchwood & Tarder). As a diagnostic entity, schizophrenia has been heavily debated 
and some investigators have expressed doubts as to its suitability to be considered as 
an independent classification at all (Bentall, Jackson & Pilgrim, 1988). In particular, 
controversy still surrounds the identification of aetiological mechanisms and the 
debate between different theoretical positions has tended to be polarised by the 
nature-nurture issue contained in the proposed inheritance of schizophrenic disorders. 
Biologically-orientated researchers have highlighted evidence indicating specific 
neurological, genetic and anatomical features of the illness; whilst researchers from 
behavioural and psychological backgrounds have argued for the development of 
particular theories which might account for the presence of specific symptoms such as 
hallucinations and delusions (Clements & Turpin, 1992, in Birchwood & Tamer). In 
general, an overall theoretical account, explaining the heterogeneous collections of 
symptoms and mental states which characterise the condition has been lacking.
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In contrast with these traditional unifactorial approaches, vulnerability models 
emphasise the simultaneous interaction between organismic and environmental 
variables in the aetiology of the disorder. Although various vulnerability models have 
been described, the inherent features are cognate and will be discussed here in relation 
to the relevant literature.
The Stress-Vulnerability Model of Schizophrenia
Given the complexity and individual symptom patterns associated with schizophrenia, 
any model or conceptualisation must be sufficiently flexible to account for this, as 
well as providing an adequate heuristic theory, relating the different components of 
the syndrome to each other. As already stated, the stress-vulnerability model 
postulates the dual role of the environment and the organism in eliciting 
schizophrenia. More specifically, the model contends that enduring and genetically 
mediated psychobiological abnormalities yield an increased vulnerability to stressors, 
which give rise to diverse constellations of symptom impairments, associated social 
and vocational disabilities and handicaps in role functioning (MacKain, Liberman & 
Corrigan, 1994 in Liberman & Yager). The stress-vulnerability model formulated by 
Nuechterlein & Dawson (1984a) is presented in figure 1.
The explanatory power of the stress-vulnerability model in relation to symptoms of 
schizophrenia, the episodic course of the illness and disrupted social and vocational 
functioning will be explored in later sections. However, it is necessary to examine the 
individual components of the model before any assessment of its value as an 
integrated aetiological theory can be undertaken.
Vulnerability Factors
The nature of the individual vulnerability factors posited in the stress-vulnerability 
model is the most problematic aspect of this conceptualisation. Research into the 
biological causal factors underlying schizophrenia has yielded diverse and often 
inconsistent findings. In Zubin & Spring’s (1977) original model, the vulnerability 
markers were said to be both inherited and environmentally acquired and included 
factors such as birth complications, early experience and peer interactions. In their
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modified version of this model, presented in figure 1, Nuechterlein & Dawson 
(1984a) identified several possible vulnerability factors, including neurochemical 
dysfunction, disrupted information processing resources, autonomic hyperreactivity 
and personality traits. Other authors have proposed a similarly broad range of 
possibilities, often including the additional aspect of genetic influences as a 
determinant of personal vulnerability to schizophrenia (e.g. Goldstein, 1987; Aagaard, 
1994; Bentsen, 1993). As any model needs to be grounded in theory and its claims 
supported by research findings, the various vulnerability factors hypothesised within 
the stress-vulnerability framework will be examined.
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Figure 1: The Stress-Vnlnerability Model (Nuechterlein & Dawson, 1984a)
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Neurological Dysfunction
Evidence of cerebral abnormalities amongst people with schizophrenia has come from 
both neuroimaging and neuropathological studies (James & Murray, 1991; Roberts,
1991), which appear to indicate that the medial temporal lobes (hippocampus, 
parahippocampus, amygdala) and fronto-striatal systems are most affected.
Computed tomography and magnetic resonance imaging have shown that people with 
schizophrenia have on average larger ventricular size than controls (Kerwin &
Murray, 1992). Post-mortem studies have shown that the brains of schizophrenic 
individuals tend to be smaller than controls (Bruton, Crow & Frith, 1990). In general, 
such psychobiological data have indicated abnormalities of cell distribution and 
organisation and early theories of specific deficits have been replaced by constructs, 
which emphasise cortical/subcortical interconnections rather than a single brain area.
With regard to neurochemical abnormalities, the majority of research points to the 
contribution of Dopamine and its different receptors to the symptoms of schizophrenia 
(Gray, 1998; Reynolds, 1989). More specifically, it has been found that a 
hyperactivity of transmission in the ascending mesolimbic dopaminergic pathways 
exists in the brains of people with schizophrenia (Davis, Kahn & Ko, 1991; Gray, 
1998). Other neurotransmitter systems have also been implicated, particularly the 
noradrenergic and serotenergic and the balance between these and dopaminergic 
systems (e.g. Van Kammen, 1991).
Information Processing Deficiency
The disruption of an individual’s processing capacity referred to in stress-
vulnerability models relates to a reduction in processing resources available, resulting
in deficiencies in attention, language, memory and learning (Rund & Landro, 1990;
Saykin, Gur & Gur, 1991). Frith (1979) effectively formulated these types of deficits
in his model of consciousness and information processing. This model postulates that
many of the symptoms of schizophrenia can be interpreted as the result of a deficit in
the mechanism that controls and limits the contents of consciousness. Consequently,
the individual becomes aware of ambiguous and multiple interpretations of events and
thus encounters cognitive and perceptual difficulties. More recently, investigators
have demonstrated the existence of these and other deficits, in areas such as attention,
perception, memory, selective processing and latent inhibition through the use of
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neuropsychological testing (e.g. Braff, Heaton & Kuck, 1991; Gray, 1998) and have 
emphasised the value of information processing abilities as predictors of social and 
vocational functioning.
Genetic Influences
The evidence for the heritability of schizophrenia is conflicting. In a series of family, 
twin and adoption studies, Kendler & Diehl (1993) found that 60-70% of a person’s 
liability to schizophrenia is attributable to genetic factors. However, other studies 
have found that schizophrenia may occur in individuals for whom there are no 
apparent heritability factors (Murray, O’Callaghan, Castle & Lewis, 1992). In order 
to account for this discrepancy, it has been hypothesised that genetic determinants are 
higher for the negative type of schizophrenia (Aagaard, 1994) or, alternatively that the 
neurological dysfunctions already described parallel those that develop from genetic 
factors (Murray et al., 1992).
Autonomic Hyperreactivity
Abnormalities in the regulation of the autonomic nervous system have been found 
amongst people with schizophrenia (Gjerde, 1983) using measures of skin 
conductance, heart rate and blood pressure. It has been suggested (Liberman & 
Corrigan, 1993) that such aberrant arousal patterns may diminish the threshold 
beyond which stressors overwhelm the individual. That is, schizophrenic persons 
may have a higher sensitivity to stressors, which in turn would render common, 
everyday events frustrating and confusing, thus exceeding the individual’s coping 
capability.
Personality Traits
As an alternative to the use of genetic criterion as a vulnerability marker, a number of 
researchers have identified schizotypal personality traits as an index of risk for 
developing schizophrenia, as measured by psychometric measures (e.g. Asamow, 
Nuechterlein & Marder, 1983; Simons, 1981). Characteristics such as introversion, 
hostility and emotional volatility are amongst those named as possible high risk 
personality features (Asamow et al., 1983; Simons, 1981). However, at present there 
is no direct evidence that such measures can, in fact, identify individuals at high-risk
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for schizophrenia or that they delineate vulnerability traits as distinct from borderline 
or early psychosis.
The Impact of Stressors
As the stress-vulnerability model postulates that an increase in the stressful events 
experienced by a person triggers a latent vulnerability, thereby precipitating an 
episode of schizophrenia, it is important to explore the nature of the stressors 
implicated and the mechanisms by which they are purported to operate.
Stress has been defined as the condition that results when the person’s appraisal of a 
situation leads them to perceive a discrepancy between the demands of that situation 
and their ability and resources to cope with it (Lazarus & Folkman, 1984). Within the 
framework of the stress-vulnerability model, it is proposed that due to the nature of an 
individual’s inherent vulnerability, their coping resources are severely taxed, thus 
leading to events being experienced as stressful and overwhelming. Several attempts 
have been made to classify the types of stressors which may function in this manner.
Psychobiological Stressors
It has been suggested that superimposed onto latent vulnerability factors, may be the 
effects of street drugs and alcohol (MacKain et al., 1994 in Liberman & Yager; 
O’Connor, 1994). It is known that these substances can exacerbate the psychotic 
symptoms of schizophrenia and increase the risk of further episodes (e.g. Turner & 
Tsuang, 1990). As a large proportion of schizophrenic individuals abuse drugs and 
alcohol (Bentson, 1993), this is clearly a significant source of stress.
A further possible biological stressor is the co-morbidity of other illnesses, which may 
have varying effects, including reducing the person’s frustration tolerance, lowering 
motivation to comply with treatment, increasing social withdrawal and producing 
cognitive distortions (O’Connor, 1994).
Environmental Stress
Studies comparing the number of life events between people with schizophrenia and
controls have tended to indicate an excess for the former group (Brown & Birley,
1968; Hultman, Wieselgem & Ohman, 1997; Ventura, 1989). In addition, it has been
82
found that a greater number of life events can predict the likelihood of a psychotic 
relapse (Nuechterlein, Dawson, Ventura, Gittlin, Subotnik, Snyder, Mintz &
Bartzokis, 1994; Lukoff, Snyder, Ventura & Nuechterlein, 1984; Ventura, 
Nuechterlein & Mintz, 1991). However, many of these studies have been 
retrospective and consequently, it has been pointed out that they cannot show how 
many individuals at risk face similar life events without incurring an emergence of 
symptoms, nor whether an episode would have occurred without exposure to stress 
(Birchwood, Hallett & Preston, 1988). In fact, many of the stressful life events 
described in the literature (e.g. vocational difficulties, relationship problems, financial 
disruption) may be a function of the emergence of symptoms and reflect aspects of the 
illness, such as cognitive deficits, altered perceptions and impaired identity. A 
prodromal period of the relapse of schizophrenia has been identified by several 
authors (e.g. Birchwood, 1992; Nuechterlein et al., 1994), which may last several 
weeks and which may include symptoms such as anxiety, dysphoria, interpersonal 
sensitivity, withdrawal and low level psychotic thinking. Evidently, if such a 
prodrome exists, an individual’s resources and functioning would be severely affected 
during this period and their ability to tolerate stressful events would be significantly 
compromised.
A further environmental issue which has been described, is an intolerance on the part 
of the schizophrenic person to overstimulating surroundings (MacKain et al., 1994, in 
Liberman & Yager; O’Connor, 1994), which may be related to the vulnerability factor 
of hyperreactivity previously described. There have been fewer studies on the effects 
of understimulating environments on schizophrenic symptomatology, which may be 
experienced as equally stressful. The concept of institutionalism has frequently been 
invoked with regard to ascertaining an optimal environment for schizophrenic 
individuals. Wing & Brown (1970) found a strong association between the poverty of 
a schizophrenic person’s social environment and the severity of presenting clinical 
poverty (blunted affect, poverty of speech, social withdrawal, etc). Wing & Brown 
concluded from their findings that understimulation of institutionalised patients may 
lead to an increase in the negative symptoms described. More recent studies have 
supported this claim and it has been found that whilst understimulation may indeed 
lead to a worsening of negative symptoms, overstimulation may lead to an increase in
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positive psychotic symptoms (hallucinations, delusions, etc) (Aagaard, 1994;
Freeman, 1989).
Expressed Emotion
The construct of Expressed Emotion (EE) is defined by a high level of criticism 
and/or emotional over-involvement directed towards the family member with 
schizophrenia and its role as a predictor for relapse has been extensively studied. In 
the original study by Brown, Birley & Wing (1972), EE data were obtained from 
approximately 100 previously discharged schizophrenic patients. During a 9-month 
follow-up, 35% of the patients relapsed, with 58% of this number being assessed as 
from high EE families. EE was also identified as a risk factor by Leff & Vaughn 
(1985) and this finding has been replicated in subsequent studies (e.g. Kavanagh, 
1992; Hahlweg, Nuechterlein & Goldstein, 1987).
In a review of 23 studies conducted by Bentson (1993), 20 revealed that the relapse 
rate for discharged schizophrenic patients was greater in high EE families than in low 
EE families. However, it was pointed out by Aagard (1994) that high EE may consist 
partially of an inexpedient reaction to the strain of the illness, in individuals who 
experience more severe and disruptive symptoms. In addition, high EE has been 
associated more with negative symptoms, which may make effective family 
interactions more problematic (Smith & Birchwood, 1990; McGlashan & Fenton,
1992). Furthermore, the mechanism whereby family interaction style affects the 
relapse rate of schizophrenia remains unclear and will be discussed in subsequent 
sections within the context of intervention programmes
Protective/Moderating Variables
The nature of protective factors within a stress-vulnerability framework has been
described as characteristics of the individual or of the environment that help to buffer
the person in the face of psychobiological vulnerability and environmental stressors
and that decrease the probability of symptom exacerbation or relapse (Nuechterlein et
al., 1994). In Nuechterlein & Dawsons’ (1984a) model, personal protectors, which
reduce the impact of vulnerability factors, consist of coping, self-efficacy and
antipsychotic medication. Environmental protectors include effective family
interactions and broader psychosocial support systems. Although these personal and
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environmental buffers do not prevent relapse altogether, they may reduce the 
probability that the combination of stress and vulnerability will result in a morbid 
outcome (Liberman, Nuechterlein & Wallace, 1982).
Antipsychotic medication is currently the most widely employed treatment for people 
with schizophrenia and arguably has the most significant impact on positive 
symptoms and relapse prevention (Bentsen, 1993). Nevertheless, none of the 
available drugs have a great deal of influence over ongoing deficits in interpersonal 
and social role functioning (Halford, 1994). In addition, medication has limited 
impact on some of the negative symptoms of the illness, such as dysphoria, anhedonia 
and loss of motivation (Anderson, Reiss & Hogarty, 1986; Jacobs, 1988; Halford, 
1994). Consequently, there is a growing emphasis on psychological and psychosocial 
approaches to clarify the role of individual differences in coping style and social 
support networks as moderators of schizophrenia.
Coping is generally defined as the cognitive and behavioural efforts used to master,
tolerate and reduce demands that tax or exceed a person’s resources (Lazarus &
Folkman, 1984). Some studies have demonstrated a crucial role of coping style in
buffering the impact of different stressors on the development of psychiatric
morbidity (e.g. van den Bosch, Van Asma, Rombouts & Louwerens, 1992). In a
study of the relationship between social support, social coping and life events in the
relapse of individuals with schizophrenia, Hultman et al. (1997) found that amongst
their 42 participants interviewed about general coping methods, withdrawal and
avoidance were the preferred strategies in times of trouble. However, differences
were found between the participants, in terms of their wish for more social
integration; in that those individuals expressing a desire for greater social support
were found to have a higher help-seeking orientation and less tendency to withdraw in
a group context than those describing themselves as content with low social
integration. In addition, the study monitored participants over 4 years and found a
higher relapse rate amongst those individuals who wanted more access to social
support. Although this study did not take into account possible differences in
cognitive abilities which may have facilitated help-seeking behaviour, or the impact
of negative symptoms and severity of illness, on the participants’ wish for social
contact, it did identify the trend towards withdrawal and avoidance as coping
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strategies amongst individuals with schizophrenia and the difficulties they experience 
accessing social support and integration, which may in turn precipitate relapse.
Similar dysfunctional coping and social skills have been indicated in other studies 
(e.g. Boker et al., 1989; Falloon & Liberman, 1983; Vaccaro & Roberts, 1992 in 
Birchwood & Tarder), including deficits in verbal and non-verbal communication, 
distortions in perceptions of interpersonal contacts and inadequate problem-solving 
abilities. However, it has been pointed out that the acquisition of coping and social 
skills may be precluded by poor cognitive abilities, stemming from the individual’s 
vulnerability. Indeed, it is difficult to extricate the concept of an individual’s ability 
to cope from the distorted cognitive processes and information processing deficits, 
which occur during a prodromal period and may be inherent features of the illness. A 
comparison between an individual’s coping style prior to the onset of their illness and 
following the initial prodrome/episode could help to clarify this issue. However, to 
date it has only been possible to investigate the differences in coping abilities and 
behaviour between individuals with schizophrenia and their relatives. Boker et al.
(1989) conducted such a study and found that some first-degree relatives of 
schizophrenic patients, who showed a vulnerability towards the illness but did not 
actually suffer from it, demonstrated similar cognitive dysfunctions to the patient but 
showed more effective coping and compensatory skills. Boker et al. concluded from 
this that coping skills develop at an early age and may help to keep the illness latent. 
However, the criteria used to define vulnerability in the relatives of the schizophrenic 
participants was merely their performance on a reaction time test, which would only 
indicate the existence of a single information-processing deficit. In addition, the 
impact of stressful life events in the development of coping abilities was not 
considered. Finally, the number of participants was small (11 chronic schizophrenic 
patients and their first-degree relatives). Therefore, the validity of this study is 
probably limited.
In terms of social support as a protective factor, it has been found that the social
networks of people with schizophrenia are smaller, more inter-connected and less
reciprocal than controls (Hammer, 1981). In addition, social support may not be as
available to schizophrenic individuals as they often become estranged from family
86
and friends (MacKain et al., 1994, in Liberman & Yager) and, as previously 
discussed, often lack the social skills necessary to form new relationships or maintain 
existing ones. In view of the link identified between low social integration and relapse 
in schizophrenia, such a lack of adequate support mechanisms is clearly a vital aspect 
in any attempt at rehabilitation or intervention.
Implications of the Stress-Vulnerability Model for Treatment and 
Intervention
Three possible targets for intervention which derive from stress-vulnerability models 
have been identified (Clements & Turpin, 1992, in Birchwood & Tarder). The first is 
at the level of primary prevention and concerns the possibility of influencing the 
individual’s predisposition or vulnerability to schizophrenia. Secondly, intervention 
could target the psychosocial triggering factors, such as expressed emotion, 
impoverished social contacts and ineffectual social supports. Finally, the nature of the 
stress-vulnerability interaction and the psychological processes which mediate its 
effects is a target for general intervention.
Primary Prevention
Currently the administration of antipsychotic medication constitutes the only available 
treatment aimed at weakening a person’s inherent vulnerability. In order to develop 
further interventions at this level, it would first be necessary to firmly establish the 
factors which determine vulnerability (both biological and environmental). At the 
present time, adequate methods for assessing people at high risk for developing 
schizophrenia are lacking and therefore, at this stage, it is difficult to conceive either 
of any ethically acceptable screening system or of a preventative or ‘curative’ 
approach. Genetic counseling to relatives of people with schizophrenia is currently 
the closest approximation to this approach.
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Psychosocial Approaches
The stress-vulnerability model hypothesises that people with schizophrenia are more 
likely to function effectively in the community if they have higher levels of coping 
skills, interpersonal competencies and supportive interactions with their families. 
Whilst psychosocial measures should be synergistic with pharmacotherapy rather than 
alternatives, intervention programmes incorporating a range of psychosocial aspects 
have yielded positive results. The goal of psychosocial rehabilitation has been 
described as increasing the individual’s repertoire of instrumental skills in order to 
improve their ability to cope with a stressful world (MacKain et al., 1994, in 
Liberman & Yager) and various attempts have been made to classify the relevant 
skills and to consolidate these into a treatment protocol. Skills training has been 
found to improve symptomatology and reduce relapse rates in a growing number of 
studies (e.g. Bellack, Turner, Hersen & Luber, 1984; Wallace & Liberman, 1985).
The UCLA Clinical Research Centre for Schizophrenia and Psychiatric Rehabilitation 
has developed a skills programme which incorporates learning principles and training 
methods in a highly structured modular approach (MacKain et al., 1994, in Liberman 
& Yager). The modules that have been developed are:
• Medication management
• Symptom management
• Recreation for leisure
• Basic conversation skills
• Grooming and personal hygiene
The programme was tested around the United States in hospitals, residential facilities 
and community mental health centres and the results were as follows:
1. Participants significantly improved in their knowledge and performance of skills 
taught in the modules
2. Staff were able to implement the modules accurately and easily with the minimum 
of training.
3. Staff and clients experienced a positive effect that extended beyond the acquisition 
of skills.
4. Participants’ attentiveness and responsiveness increased in and out of sessions. 
(Wallace, Liberman, MacKain, Blackwell & Eckman, 1993)
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Despite these preliminarily positive findings, the durability and generalisability of the 
effects found were not reported. In addition, the validity of the dependent measures 
employed to assess skill acquisition was limited. For example, role-played 
performance was frequently used to assess conversation and social skills, but the 
support for a relationship between role-played behaviour and spontaneous occurrences 
in the natural environment is weak (Kazdin, Matson & Esveldt-Dawon, 1984;
Bellack, Hersen & Lamparski, 1979). However, the benefits of such programmes 
remains clear and have been demonstrated in similar studies incorporating a range of 
social and coping skills, independent living skills, symptom management, illness 
education and vocational rehabilitation (e.g. Jacobs, 1988; Liberman, DeRisi & 
Mueser, 1989; Tarrier, 1987; Anderson, Reiss & Hogarty, 1986; Wallace &
Liberman, 1985; O’Connor, 1994).
In a meta-analysis of 24 studies of psychosocial programmes, Benton & Schroeder 
(1990) assessed the effects of social skills training along the dimensions of skill 
acquisition, generalisation of skills to other settings or behaviours, social adjustment, 
relapse prevention and reduction of psychotic symptoms. They found significant 
effect sizes for treatment versus control groups on all dimensions, apart from 
generalisation of skills, particularly skill acquisition. However, the majority of the 
studies in this meta-analysis did not measure durability, therefore Benton & Schroeder
(1990) concluded that this factor should be further addressed in future assessments of 
psychosocial interventions.
In addition to the type of skills training described above, many psychosocial 
interventions also target family interaction style, particularly in relation to high levels 
of Expressed Emotion (e.g. Anderson, Reiss & Hogarty, 1986; Bentson, 1993; Lam, 
1991; Tarrier, Barrowclough & Vaughn, 1988). The components of a 
psychoeducational family intervention as described by Leff & Vaughn (1985) were:
• A positive approach to the family and the establishment of a working relationship 
characterised by structure and stability.
• A focus on the problems of “here and now”.
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• Working with the family as a systemic unit, strengthening interpersonal 
boundaries and identifying the role of behaviours in the functioning of the family.
• Cognitive restructuring to reduce feelings of guilt and aggression.
• Behaviour modification using problem-solving principles.
• Attempts at improving communication.
Implementation of this type of family intervention has resulted in improved coping 
efforts by both individuals with schizophrenia and their relatives, reduced EE levels 
and reduced relapse rates at 1 and 2 year follow-ups (e.g. Leff & Vaughn, 1985, 
Liberman, Lillie & Falloon, 1984; Leff, Kuipers & Berkowitz, 1982; Tarrier, 
Barrowclough & Vaughn, 1988).
Although studies have generally indicated that psychosocial measures produce 
beneficial results on both positive and negative symptoms, the mechanism by which 
this effect is produced is less clear. Benton & Schroeder (1990) postulated that skills 
training and family intervention may improve an individual’s self-esteem, rendering 
them more assertive and less socially anxious, enabling them, amongst other things, to 
individuate from their family. Other researchers have argued that it is the acquisition 
of social and independent living skills itself which protects against relapse by 
improving the individual’s ability to function in the community (Liberman &
Corrigan, 1993); although the lack of support for generalisability of skills taught does 
not make this a reliable conclusion. Alternatively, non-specific factors such as 
increased contact with therapists/services and improved medication compliance may 
be mediating influences.
Stress-Vulnerability Interaction
Based upon the Nuechterlein & Dawson (1984a) model, there may be a series of 
coping strategies which might reduce the negative impact of “intermediate states (i.e. 
information processing overload, deficient processing of social stimuli, autonomic 
hyperactivation) and enhance protective factors. These might include stress- 
management strategies, conflict resolution skills, social survival skills, etc (Clements 
& Turpin, 1992, in Birchwood & Tarrier). Furthermore, specific psychological 
interventions aimed at modifying and ameliorating psychotic symptoms might be 
addressed at this level. For example, early intervention and self-monitoring
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(Birchwood, 1992), cognitive remediation to remedy deficits in attention, 
interpretation of stimuli, memory, etc. (Brenner, 1989) and cognitive behavioural 
therapy aimed at enhancing self-esteem and modifying delusional systems (Alford & 
Beck, 1994; Chadwick & Birchwood, 1994). These kinds of approaches are in their 
infancy and therefore evaluative studies are, as yet, fairly inconclusive. However, 
preliminary indications appear to be positive (e.g. Chadwick & Lowe, 1994; Kingdon, 
Turkington & John, 1994).
Evaluation and Conclusions
The nature of the stress-vulnerability model has been described and the implications 
of adopting such an approach explored. It has been argued that traditional aetiological 
conceptualisations, which focused on single causal factors, are too limited to be 
applied to the complex phenomenon of schizophrenia. Vulnerability models provide 
a multidisciplinary perspective, which allow for multifaceted interventions addressing 
a range of symptom determinants. In addition, the model incorporates the episodic 
nature of schizophrenia in its formulation and recognises the individual’s capacity to 
adapt to future episodes. Most importantly perhaps, vulnerability models provide a 
heuristic framework to guide research, rather than intending to be a definitive 
specification of all the factors involved in the aetiology of schizophrenia.
In terms of the implications of the model, its fundamental hypotheses with regard to 
intervention and treatment is that action should be taken to reduce a person’s 
vulnerability, strengthen their capacity to cope with life challenges and increase 
factors which protect from environmental stressors. The personal and environmental 
variables included in the model allow for individualised interventions, which take 
account of attentional and cognitive limitations particular to the schizophrenic client. 
A great advantage of the model is that it can be easily shared with clients and their 
relatives, thus reinforcing a collaborative therapeutic relationship. Additionally, the 
multidisciplinary nature of the model should lead to more effective treatment 
outcomes, due to the range of different interventions derived from it.
91
The precise nature of vulnerability markers and the stress-vulnerability interactions 
remain to be firmly established and clarified. Vulnerability models should provide the 
framework for hypotheses and research studies relating to this to be formulated and 
evaluated.
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OVERVIEW OF CLINICAL EXPERIENCE
1996 - 1999
SUMMARIES OF CLINICAL PLACEMENTS IN:
• Adult Mental Health
• People with Learning Disabilities
• Child, Adolescent and Family
• Older Adults
• Psychiatric Rehabilitation
• Neuropsychology
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OVERVIEW OF CLINICAL EXPERIENCE
Core Placement 1: Adult Mental Health
During my adult mental health placement, I gained experience in working with clients 
presenting with a range of clinical problems. These included anxiety, depression, 
adjustment to a chronic illness and phobia. I developed assessment, formulation and 
therapeutic skills within cognitive behavioural and psychodynamic models and 
employed standardised assessment measures where appropriate. In addition, I was 
involved in the running of an Anxiety Management group, together with a community 
psychiatric nurse and also participated in group activities held in an outpatient clinic 
for people with severe and enduring mental health problems. At a professional and 
organisational level, I attended multidisciplinary team meetings and seminars and 
provided some consultation and teaching services to nursing staff.
Core Placement 2: People with Learning Disabilities
Over the course of my placement with people with learning disabilities, I worked with 
individuals with mild, moderate and severe learning disabilities in a range of settings, 
incorporating day services, staffed group homes and the community. Presenting 
problems included challenging behaviour, agoraphobia and bereavement. In addition, 
I conducted intellectual assessments, dementia assessments and skills assessments, 
employing a range of standardised and non-standardised measures. Working 
primarily within a behavioural model, I developed skills in behavioural observation, 
functional analysis, formulation and devising therapeutic interventions and behaviour 
programmes, including means of assessing the outcome of these. I was also able to 
build upon my skills and experience in Cognitive Behavioural and systemic models, 
adapting techniques where appropriate for use with learning disabled clients. In 
addition to individual work, I ran an anger management group jointly with a clinical 
psychologist. A large component of my work within this placement involved indirect 
client work, such as close liaison and co-working with other staff and clients’ carers, 
as well as care planning meetings. Consequently, I became more familiar with the 
value and importance of multidisciplinary work and networking.
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Core Placement 3: Child, Family and Adolescent
During this placement, I worked with children and adolescents of all ages and gained 
experience in many of the specific approaches used with this client group, such as 
play therapy. Presenting problems included anxiety, phobias, eating disorders, 
obsessive compulsive disorder and Asperger’s syndrome and I applied cognitive 
behavioural and systemic models to the assessment and treatment of these. In 
addition, I conducted a range of developmental, behavioural and psychometric 
assessments of attention deficit -  hyperactivity disorder, learning difficulties and the 
needs of a child with auditory disabilities. Collaboration with families, teachers and 
other professionals was an integral component of this placement. Together with an 
Assistant Psychologist I ran a social skills group for children with attention deficit -  
hyperactivity disorder and I also participated in parenting skills workshops. A focus 
of this placement was developmental disorders and I worked with children with 
autism using different therapeutic techniques (e.g. Lovaas, Options and Portage). I 
also had the opportunity to observe several family therapy sessions.
Core Placement 4: Older Adults
During my older adults placement I worked with clients in community and hospital 
settings and was exposed to a range of clinical problems including depression, 
anxiety, phobias, marital distress, dementia, personality disorders, challenging 
behaviour and chronic medical conditions. I employed cognitive behavioural and 
systemic approaches in the assessment and treatment of these problems and developed 
knowledge and experience in differentiating between organic and functional 
pathologies, using standardised neuropsychological and psychometric measures. In 
addition to client work, I provided teaching to nursing staff relating to Cognitive 
Behavioural methods of working with people. Over the course of my placement, I 
became aware of specific issues facing older adults and also of many of the prejudices 
and constraints which are inherent in services for them.
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Specialist Placement 1: Psychiatric Rehabilitation
During this placement I worked within rehabilitation and continuing care services for 
clients with severe and enduring mental health problems, across a range of settings: 
secure unit, community, long-stay hospital wards and a rehabilitation unit. Clients 
presented with a variety of mental health problems, including schizophrenia, manic 
depressive disorder and personality disorders. Using primarily cognitive behavioural 
and systemic methods, I carried out assessments and therapeutic interventions 
addressing features of these disorders, such as auditory hallucinations and delusions, 
and secondary problems, such as depression, anxiety, obsessive compulsive disorder, 
sexual abuse and self-injurious behaviour. In addition, I conducted risk assessments 
and neuropsychological assessments aimed at informing clients’ rehabilitation and 
care programmes and I was involved in running psychoeducational groups. I also 
became more familiar with many of the philosophies and legislation surrounding this 
field and the placement enhanced my understanding of the complex needs of this 
client group, providing a solid foundation for my future employment in this field.
Specialist Placement 2: Neuropsychology
During my neuropsychology placement, I worked in a specialist rehabilitation unit for 
people with acquired brain injury. I became familiar with the selection, 
administration and interpretation of a wide range of neuropsychological assessments 
and worked with clients who had suffered traumatic brain injury, strokes, tumours and 
other forms of head injury. In addition to assessments, I carried out cognitive 
behavioural and systemic therapeutic interventions addressing various problems 
resulting from brain injury, including adjustment difficulties, cognitive impairments, 
depression, behavioural problems, anger dyscontrol and post-traumatic stress. I was 
also extensively involved in group work addressing memory training, personal issues, 
education and relatives’ forums. Through this placement, I have acquired the 
fundamental knowledge to appreciate whether presenting difficulties are 
psychological, organic or a combination of the two, which I believe will be a valuable 
skill in my future clinical work.
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PLACEMENT CONTRACTS AND CASE REPORT SUMMARIES
CONTRACTS AND CASE REPORT SUMMARIES FOR 
CLINICAL PLACEMENTS IN:
• Adult Mental Health
• People with Learning Disabilities
• Child, Adolescent and Family
• Older Adults
• Psychiatric Rehabilitation
• Neuropsychology
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CORE PLACEMENT 1:
ADULT MENTAL HEALTH 
YEAR I
Placement Dates:
From: 27 September 1996 
To: 28 February 1997
Placement Supervisor:
Lin Creasey
Placement Location:
Psychological Therapies Service 
Warlingham Park Hospital 
Warlingham 
Surrey CR6 9YR
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PLACEM ENT CONTRACT 
PLACEMENT: Adult Mental Health
BASE: Psychological Therapies Service 
Warlingham Park Hospital 
Warlingham 
Surrey 
CR6 9YR
DATES: 27 September- 28 February
TRAINEE: Lisa Tantam
SUPERVISOR: Lin Creasey
AIMS OF PLACEMENT:
1. To develop an understanding o f  the structure and organisation o f  NHS, Social 
Service and Voluntary sector provision o f  services for people suffering 
psychological distress.
2. To gain experience o f  working with adults suffering psychological distress. 
METHODS BY W HICH THE AIMS W ILL BE ACHIEVED: 
Visits and meetings
1. Visit to Purley Resource Centre
•  meeting with CPN  Team  Leader
•  meeting with Clinical Charge N urse for Day Hospital
2. Visit to  Crescent Resource Centre
3 . M eeting with South Sector CM HT M anager.
4 . M eeting with Co-ordinator o f  Prim ary Care Counselling Service.
5 . Visits to  Social Services, e.g. Enterprise House.
6. Voluntary sector visits, e.g. M IND
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Clinical work
1. There will be opportunities to  observe, to  w ork jointly, to be observed and to  w ork 
independently.
2. The clinical w ork will include clients with a range o f  clinical problems across the 
age span from  16-65 years. A mix o f  male and female clients will be seen. A 
maximum o f  6-8 clients for individual therapy will be taken on at any one time.
3. There will be an opportunity to  co-facilitate at least one group.
4. I f  appropriate referrals are received, there will be opportunities to  observe a 
cognitive assessm ent, to  be observed and to  carry one out independently.
5. Clinical w ork will mainly be carried out in Com m unity R esource Centre settings, 
but there will be som e opportunity to w ork in a Primary Care setting.
6 . There will be opportunities for som e limited experience o f  CM H T and Day Hospital 
meetings.
Case Reports
One case report will be com pleted, as per PsychD course requirem ents. 
Supervision
Formal supervision will take place on Thursdays, usually 1.00 - 3.00 pm.
Timetable
W ednesday am 
W ednesday pm 
Thursday am 
Thursday pm 
Friday am 
Friday pm
M eeting/Clinic
Clinic
Clinic/Group
Supervision
Group/Clinic
Study
Lisa Tantam Lin Creasey
Psychologist in Clinical Training Clinical Psychologist
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CASE REPORT SUMMARY 1:
ADULT MENTAL HEALTH
“Assessment and Treatment of Social Anxiety Using a Cognitive
Behavioural Approach”
March 1997 
Year I
no
Case Report Summary 1 
“Assessment and Treatment of Social Anxiety 
Using a Cognitive Behavioural Approach”
Ms. A was a 20 year old woman who was referred to the Psychology service by her 
GP after presenting with panic attacks and social anxiety. Upon assessment, it 
emerged that Ms. A’s difficulties were long-standing and were characterised by 
avoidance of social situations and blushing, nausea and breathlessness when in public 
places. Administration of the Social Phobia and Anxiety Inventory (SPAI -  Turner, 
Dancu & Beidel, 1985) indicated the presence of a social phobia.
Ms. A’s presenting problems were formulated within a cognitive behavioural 
framework. It was suggested that her social phobia had developed from an array of 
predisposing and precipitating factors, including being bullied at school, vicarious 
conditioning from her socially anxious mother and negative social experiences at 
work and college. Furthermore, fear of negative evaluation, negative core beliefs, 
cognitive distortions and avoidance were proposed as representing critical maintaining 
factors.
Therapeutic intervention comprised the identification and restructuring of negative 
automatic thoughts and thinking biases and exposure to feared situations. Following 
eight sessions, Ms. A reported subjective improvements in self-esteem and confidence 
and also increased engagement in social activities. Objectively, her score on the SPAI 
had significantly reduced to fall within the normal range.
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CORE PLACEMENT 2:
PEOPLE WITH LEARNING DISABILITES 
YEAR I
Placement Dates:
From: 19.3.97 
To: 12.9.97
Placement Supervisor:
Karen Long
Placement Location:
Elmbridge Lodge 
Weston Green Road 
Thames Ditton 
Surrey KT7 OHY
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LEARNING DISABILITY CORE PLACEMENT
PLACEMENT CONTRACT
MS LISA TANTAM
Supervisor: Karen Long, Chartered Clinical Psychologist,
Manager, Weston Green Day Unit
Placement Date: 12 03 97 to 23 08 97
Base: Elmbridge Lodge
Weston Green Road 
Thames Ditton 
Surrey KT7 OHY
Aims of Placement
To acquire knowledge in the assessment and treatment of Adults with a Learning 
Disability to gain understanding of the needs of this client group, their carers and 
services they use.
Objective
By the end of the placement, Lisa should have :
Spent some time getting to know people with a learning disability, an 
understanding of the network of services surrounding people with a learning 
disability and be able to describe the range of services available.
An understanding of the roles of the various professionals working with this 
client group.
An understanding of the role of multidisciplinary teams (Community Support 
Team, Weston Green Day Unit Team, Elmbridge Lodge Short Term Care 
Team, Ditton House Team, Kingston Community Learning Disability Team) in 
providing services to adults with learning disabilities and also to have 
contributed to their work.
An understanding of the needs people with a learning disability and should 
know about their typical life experiences and to have become familiar with the 
ways of relating to people with disabilities.
An understanding of the effect of disability on families.
To become aware of the impact of recent legislation on services for people with 
a learning disability.
An insight into the organisation of the Community NHS Trust.
Learned how to administer and interpret a variety of psychometric tests for 
adults with a learning disability (eg WAIS-R, Leiter, BPVS, Neale-R).
dul4:kltrain
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Gained an understanding and experience of the range of skill assessments used 
with people with a learning disability and to have made an evaluation of their 
strengths and weaknesses (eg. HALO, ABS, Star, Pathways to Independence, 
Whelan and Speake Coping Schedule etc).
Been involved in working with clients with a range of degrees of intellectual 
impairment.
Undertaken work with a client to assess and reduce problem behaviours.
Undertaken individual therapeutic work with a client with a mild learning 
disability.
Undertaken work with a client to promote the development of skills.
Experience of staff training.
Undertaken and experienced work as a direct carer.
Some experience of sexuality issues, bereavement and loss issues and 
interpersonal problems such as in managing anger and being assertive.
Undertaken work to support direct care staff.
These objectives will be achieved by :
Visiting residential establishments in health, social services, and the voluntary 
sector (eg. Elmbridge Lodge, Maple Lodge, Molesey Venture).
Visiting day services run by health, education and social services (eg. Weston 
Green Day Unit, Femleigh Day Centre, Springboard, Stairway, Dysart School).
Meeting with members of community teams to learn about their work (eg. 
Community Nurse/Resettlement Officer, Psychiatrist, Speech & Language 
Therapist, Social Worker, Care Manager).
Joint work with team members and attending multidisciplinary reviews as 
appropriate
Working a shift in a residential establishment.
Working sessions in a health service day unit.
Receiving two hours of supervision a week.
Reading appropriate literature.
Observing supervisor.
Attending relevant meetings, case conferences and reviews.
Working directly with clients.
dul4:kltrain
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Working with clients' carers.
Visiting a long stay hospital, 
and more specifically :
PICA
Preparation for move.
Initial Assessment
Intellectual Assessment
Social Functioning
Skills Building/Activity Scheduling
?Guidelines
Initial Assessment 
Intellectual Assessment 
Social Functioning 
Behavioural Guidelines
Bereavement Counselling?
Disability awareness 
? issues around loss 
Phobic treatment
Intellectual Assessment
Dementia Assessment 
Reality orientation
Challenging Behaviour
Repeat Skills Assessment.
Behaviour problems.
Behaviour and emotional problems.
Intellectual Assessment
Group - Either Anger Management or Keeping Safe 
Staff Training - to be decided
Case Presentation and Literature Review - to be decided 
Karen Long
Chartered Clinical Psychologist
Lisa Tantam
Psychologist in Clinical Training with Karen Long
M arch 1997
dul4:kltrain
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CASE REPORT SUMMARY 2: 
PEOPLE WITH LEARNING DISABILITIES
“Assessment and Intervention in a Case of Trichotillomania 
(Chronic Hair-Pulling) Using a Behavioural Approach”
September 1997 
Year II
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Case Report Summary 2 
Assessment and Intervention in a Case of Trichotillomania 
(Chronic Hair Pulling) Using a Behavioural Approach
Ms F was a 23 year old woman with a mild learning disability, who was referred to 
the psychology service by the manager of her group home, following increasing 
concern over the extent of her hair-pulling behaviour. It was reported by staff at the 
home that Ms F would “twiddle” with her hair for protracted periods of time, resulting 
in large clumps of hair being pulled from her scalp.
Behavioural assessment consisted of an ABC functional analysis being implemented 
over a four week baseline period, along with interviews with Ms F and the staff at her 
home. In addition, a photograph of Ms F’s scalp was taken. Findings of this 
assessment indicated that Ms F’s behaviour was consistent with a diagnosis of 
trichotillomania, in that its features were in accordance with DSM-IV criteria for this 
“impulse control disorder”. A formulation of Ms F’s behaviour was grounded in this 
diagnosis and in the results of the functional analysis. Predisposing and precipitating 
factors identified included communication difficulties, poor body image, a 
dysfunctional family environment and a lack of adequate sensory stimulation. It was 
observed that Ms F’s behaviour appeared to represent a means of releasing tension or 
self-stimulating and was being maintained by various environmental and internal 
reinforcers.
Intervention consisted of a habit reversal and response alternative technique. 
Environmental factors and personal issues were also addressed by providing Ms F 
with greater access to focused staff attention and stimulating activities and referring 
her for therapy aimed at enhancing her body image and communication skills. The 
effectiveness of these interventions was assessed with ongoing ABC monitoring. 
After twelve weeks, observed incidents of hair-pulling had significantly declined and 
a photograph taken at this time also indicated an amelioration in the condition of Ms 
F’s scalp.
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CORE PLACEMENT 3:
rHILD. ADOLESCENT AND FAMILY 
YEARH
Placement Dates:
From: 1.10.97 
To: 3.4.98
Placement Supervisor:
Dr Olwen Wilson
Placement Location:
Child and Family 
Consultation Services 
Buryfields Clinic 
61 Buryfields 
Guildford 
Surrey
Royal Surrey County Hospital 
Egerton Road 
Guildford 
Surrey GU2 5 XX
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NORTH DOWN’S COMMUNITY NHS TRUST 
Clinical Child Psychology Placement Contract
Trainee Name:
Type of Placement: 
Training Course Base:
Tutor:
Placement Supervisor: 
Placement Base:
Lisa Tantam
Second year PsychD: Child, Adolescent and Family 
Psychology Department, University of Surrey, 
Guildford 
Mary John
Dr Olwen H M. Wilson
Buryfields Clinic/ Royal Surrey County Hospital
AIMS
To gain clinical experience of children with organic, cognitive, educational, emotional 
and behavioural problems in the pre-school and middle school age range. Some 
adolescence and family therapy experience will also be available.
OBJECTIVES
1. To observe and work with a wide range of children with developmental, 
behavioural and/or emotional problems. This will be achieved by firstly 
observing and then working within the Child Development Centre and the Child 
and Family Consultation Service (work undertaken by the variety of disciplines, 
including neuro-paediatrics, speech and language therapy, physiotherapy, 
occupational therapy, social work, psychotherapy, family therapy, toy library. 
Opportunity playgroup) as well as psychology services across North Down’s, to 
include: the Trauma clinic, the Eating Disorders clinic, the Challenging Behaviour 
clinic, the Attention Deficit Disorder clinic and the parent support groups for 
language disorder, autism and Asperger’s syndrome.
2. To become familiar with a range of assessment tools and techniques, including 
developmental tests, intelligence tests, projective tests, questionnaires, video, one­
way vision and radio microphones. Sample reports will be provided and a video 
teaching period will be offered. Independent client assessments will be arranged
and one of these will be assessed through a one-way vision screen.
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3. To experience working within a team of other professionals and liaison with the 
wider network of professionals working with children. Opportunities will be 
available to attend case conferences in schools and social services departments. 
Visits to school and other child institutions will be organised.
CLINICAL WORK
1. To develop interviewing skills with young children and their parents through 
independent referrals and joint work.
2. To practise assessment and therapy with a range of pre-school and school age 
children individually, in groups and through parental management advice.
3. To liaise with other professionals working with the children, including paediatrics, 
child psychiatry, speech therapy, physiotherapy, occupational therapy, nursery 
school teachers, special school teachers, educational psychologists, health visitors, 
ward staff, community nurses and general practitioners.
4. To research one particular topic from the clinical work and read material relevant 
to the clinical work.
5. To take opportunities to teach colleagues in allied professions (such as ward 
nurses).
6. To run a small group, such as a social skills group.
INDIRECT OR OBSERVATIONAL WORK
1. Observation of supervisor and other professionals working with children in the 
Children’s Unit, the Opportunity Playgroup, the Child and Family Consultation 
Centre and Child Mental Health Outpatients.
2. Visits to other centres, including special schools, respite care, nursery schools, 
special units in normal schools and normal schools.
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3. Attend case conferences and network meetings where appropriate.
PROFESSIONAL
1. To attend weekly supervision.
2. To attend speciality and professional liaison meetings where possible.
3. To keep accurate and up-to-date records of clinical work.
Olwen Wilson Lisa Tantam
Consultant Child Psychologist Psychologist in Clinical Training
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CASE REPORT SUMMARY 3:
CHTI X). FAMILY AND ADOLESCENT
“Assessment and Treatment of an Eating Disorder 
Using a Cognitive Behavioural Approach”
March 1998 
Year II
122
Case Report Summary 3 
Assessment and Treatment of an Eating Disorder 
Using a Cognitive Behavioural Approach
Caron was a 16 year old girl who was referred to the psychology service by her GP 
following concerns about her weight loss. She had been treated previously for 
anorexia nervosa. Caron presented with a weight 85% below that expected according 
to the Body Mass Index.
During the initial assessment interview, Caron reported frequently missing meals, 
exercising secretly, a preoccupation with her shape and weight and a fear of gaining 
weight. In terms of diagnostic classification, Caron’s symptoms and behaviours 
matched the criteria outlined by DSM-IV for anorexia nervosa. Administration of the 
Stirling Eating Disorder Scales (Williams, Power, Miller & Freeman, 1994) yielded 
scores consistent with anorexia nervosa.
A cognitive behavioural formulation of her difficulties delineated her perfectionist 
tendencies, low self-esteem, parental pressure and the pressure to be thin experienced 
by Caron when she had been a gymnast, as being amongst the predisposing and 
precipitating factors. In addition, cognitive distortions and thinking errors relating to 
her eating patterns and weight were identified as contributing significantly to the 
problem. It was suggested that these factors were maintained by negative self- 
evaluation, tension within the family, avoidance of weight gain and the sense of 
mastery obtained from successful dieting.
Therapy focused on restructuring negative cognitions, desensitising Caron’s fears of 
weight gain through graded exposure to feared foods and enhancing her self-esteem. 
Following eight sessions, Caron’s weight had increased significantly, placing her 
within the normal range of the Body Mass Index. Furthermore her scores on the 
Stirling Eating Disorder Scales had improved to fall below the cut-off for anorexia 
nervosa. Subjective improvements in Caron’s confidence and attitudes were also 
reported.
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CORE PLACEMENT 4:
OLDER ADULTS 
YEAR III
Placement Dates:
From: 14.10.98 
To: 1.4.99
Placement Supervisor:
Dr Ajay Kapoor
Placement Location:
Branksome House 
Filmer Grove 
Nightingale Road 
Godalming 
Surrey
CMHT for the Elderly Park Bam Centre 
Park Bam Drive 
Guildford
Surrey
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OLDER ADULTS PLACEMENT CONTRACT
Trainee: Lisa Tantam
Supervisor: Dr Ajay Kapoor
Placement Duration: 14.10.98 -  26.3.99
Placement Aims:
Collaborative work is undertaken to ensure that this Older Adult Core Placement at
Surrey Hampshire Borders NHS Trust fulfils the criteria outlined in the University of
Surrey placement handbook.
The aims include:
1. To develop a knowledge of the role of different professionals with the Community 
Mental Health Team and the range of services available to clients. This is to be 
achieved through attending team meetings, shadowing members of staff and 
visiting services.
2. To develop skills in formulation drawing on a range of models, including 
cognitive, behavioural, systemic and possibly psychodynamic.
3. To continue to develop therapeutic skills within a range of models.
4. To consolidate previous knowledge of neuropsychological assessment tools, 
within the context of a service designed specifically for older adults.
5. To see approximately ten clients for independent treatment, covering a range of 
ages and, if possible, including someone from a different ethnic background.
Desirable specific activities include:
e Working with clients with organic, functional and physical health problems (e.g. 
chronic pain).
• Working with carers.
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• Clinical areas of focus: depression, bereavement, abuse, cognitive change with 
age, strokes, dementia, adjustment and adaptation difficulties, anxiety and 
mortality.
• Professional areas of focus: consultancy and teaching.
• A piece of clinical work to be written up as a case report to meet the University of 
 Surrey Requirements—
Signature of Trainee:
Signature of Supervisor:
Date:
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CASE REPORT SUMMARY 4:
OLDER ADULTS
“Assessment and Treatment of Marital Distress 
Using a Cognitive Behavioural Approach”
March 1999 
Year III
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Case Report Summary 4 
Assessment and Treatment of Marital Distress 
Using a Cognitive Behavioural Approach
Mr and Mrs P were referred to the Psychology service by a consultant psychiatrist 
who had been treating Mr P’s manic depressive disorder. It was thought by the 
psychiatrist that some marital tension existed between the couple. Mr P was 66 years 
old and Mrs P was 44 years old. They had been married for 24 years.
During the assessment interview, Mrs P described her feeling of being overburdened 
by her role of carer during periods of her husband’s illness. However, Mr P did not 
agree with this view and expressed his displeasure at his wife’s drinking habit. Over 
the course of therapy, Mr and Mrs P completed daily ratings of marital satisfaction 
forms, which assessed their satisfaction in different areas of their relationship, such as 
communication, affection and financial.
A formulation based on Social Learning Theory was developed, with reciprocal 
negative behaviours and a lack of positive outcomes being proposed as a central 
feature of Mr and Mrs Ps’ marital distress. Predisposing and precipitating factors 
included life changes, including Mr P’s retirement and episodes of Mr P’s illness 
resulting in stress for Mrs P and subsequent dysfunctional coping attempts, such as 
drinking alcohol. It was suggested that each partner’s negative attributions of the 
other’s behaviour served to exacerbate their negative interactions, resulting in ongoing 
dysfunctional communication and the erosion of positive reinforcers.
Therapeutic intervention incorporated increasing positive behavioural exchanges, 
restructuring negative assumptions and attributions, communication training and 
problem solving. The outcome of this intervention was generally successful, with the 
couple’s ratings of marital satisfaction increasing in the majority of areas over the ten 
weeks of therapy. In addition, Mr and Mrs P reported that they were engaging in more 
pleasurable activities together and described improved communication.
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SPECIALIST PLACEMENT 1:
PSYCHIATRIC REHABILITATION 
YEARH
Placement Dates:
From: 6.5.98 
To: 2.10.98
Placement Supervisor:
Dr Peggy Easton
Placement Location:
Psychology Department 
Graylingwell Hospital 
College Lane 
Chichester 
West Sussex
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CHICHESTER PRIORITY CARE SERVICES NHS TRUST 
Clinical Psychology Departm ent
Clinical Psychology Specialist Placement (Rehabilitation) Contract 
May 1998 to October 1998
Name: Lisa Tantam
Type of Placement:
Training Course Base:
Tutor:
Placement Supervisor:
Placement Base:
AIMS
To develop an understanding of the issues facing people with long-term mental health 
problems. To acquire theoretical and practical knowledge. To gain experience in 
making the links between theory and practise.
OBJECTIVES
1. To experience through observation and direct clinical contact a wide range of
problems faced by people with long-term mental health needs.
2. To gain an understanding of the different roles of members of the
multidisciplinary teams working in continuing care and rehabilitation.
3. To become familiar with the range of services available for this client group
within the health service, voluntary and statutory agencies through visits to various sites
and facilities.
4. To become familiar with policies and statutory requirements (e.g. Care
Programme Approach, Supervision Register, Supervised Discharge, Sect. 117, Mental 
Health Tribunals, etc.)
5. To practise assessment, interviewing and therapy skills with this client group in
hospital and community settings.
6. To consult with other professionals in developing care plans/treatment strategies.
7. To be involved, where possible, in teaching other professionals.
8. To experience professional and speciality meetings where possible.
Second year D.Psych specialist placement in rehabilitation 
Psychology Department, University of Surrey, Clinical 
Mary John 
Dr. Peggy Easton
Graylingwell Hospital, Chichester Priority Care Services
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PROFESSIONAL OBLIGATIONS
1. To attend weekly supervision.
2. To keep accurate and up-to-date records of clinical work.
Consultant Clinical Psychologist ' Psychologist in Clinical Training
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CASE REPORT SUMMARY 5:
PSYCHIATRIC REHABILITATION
“Neuropsychological Assessment of a 30 Year Old Man 
Living in a Secure Psychiatric Unit”
September 1998 
Year III
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Case Report Summary 5 
Neuropsychological Assessment of a 30 Year Old Man 
Living in a Secure Psychiatric Unit
Mr R was a 30 year old man with a diagnosis of chronic paranoid schizophrenia who 
was referred for neuropsychological assessment in order to inform his rehabilitation
programme.
Assessment involved clinical interview, a review of Mr R’s medical notes and 
neuropsychological testing. Relevant background factors included Mr R’s history of 
institutionalisation, neurological damage sustained during a fall at the age of 9 years 
and poor educational history. Neuropsychological assessment evaluated his general 
intellectual functioning -  premorbid and current, recall and recognition memory, 
visuo-spatial functioning, language and reasoning abilities and executive functioning.
Results suggested a deterioration in Mr R’s cognitive functioning since a previous 
assessment. More specifically, his test profile denoted a concrete thinking style, 
verbal and visual recall deficits, impairments in reasoning, problem solving, 
organisation, initiation of behaviour and concept formation. The implications of these 
assessment findings for Mr R’s rehabilitation were discussed and hypotheses 
regarding possible causes of his deterioration were presented.
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SPECIALIST PLACEMENT 2:
NEUROPSYCHOLOGY 
YEAR III
Placement Dates:
From: 21.4.99 
To: 9.9.99
Placement Supervisor:
Mary Taylor
Placement Location:
Department of Clinical Neuropsychology
The Wolfson Neurological Rehabilitation Centre
Copse Hill
Wimbledon
London SW20 ONE
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SPECIALIST PLACEMENT IN NEUROPSYCHOLOGY
THE WOLFSON REHABILITATION CENTRE
Clinical Psychology Specialist Placement (Neuropsychology) Contract 
April 1999 -  September 1999
Trainee name:
Type of Placement:
Training Course Base:
Clinical Tutor: 
Placement Supervisor: 
Placement Base:
Lisa Tant am
3rd Year PsychD Specialist Placement in 
Neuropsychology
Department of Clinical Psychology, University of 
Surrey.
Mary John 
Mary Taylor
The Wolfson Rehabilitation Unit, St. George’s 
Healthcare.
AIMS
• To develop an understanding of the issues facing people with acquired brain 
injuries.
• To acquire theoretical and practical knowledge of neuropsychology.
• To gain direct experience in making the links between theory and practice.
GENERAL OBJECTIVES
1. To experience through observation and direct clinical contact a wide range of 
difficulties faced by people with acquired brain injuries.
2. To gain an understanding of the different roles of members of the 
multidisciplinary team working in rehabilitation.
3. To become familiar with the services available for this client group.
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4. To practice assessment and therapy skills with this client group, primarily within a 
cognitive behavioural framework.
5. To work with clients’ families.
6. To consult with other professionals in developing care plans/treatment strategies.
7. To attend professional and speciality meetings where possible.
SPECIFIC OBJECTIVES
1. To see in-patient and out-patient clients from the following categories:
• Stroke
• Traumatic brain injury
• Cognitive Programme
• Degenerative disorder (e.g. Multiple Sclerosis).
• Dysphasia
2. To be involved in the following groups:
• Education
• Memory
• Relatives’ group
• General Issues
• Any other groups which may take place (e.g. Anxiety Management, Anger 
Management).
136
PROFESSIONAL OBLIGATIONS
1. To attend weekly supervision.
2. To keep accurate and up-to-date records of clinical work.
P ia A y 'T ru J er' o —
Mary Taylor Lisa Tantam
Consultant Clinical Psychologist Psychologist in Clinical Training
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t ITFRATURF r e v ie w
« ^  .^ W o n t Parasuicide 
Associated Factors and Psychological Characteristics: 
Towards an Integrated Empirical Model”
August 1997 
Year I
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AnOI/ESCFNT PARASUICIDE 
ASSOCIATED FACTORS AND PSYCHOLOGICAL 
CHARACTERISTICS: TOWARDS AN INTEGRATED 
EMPIRICAL MODEL
Introduction
« h  » ,  ,w - , magnitude of.otW td
« I * .  -  relatively few t e e » , medimd « a -  « 8  * *  
research studies indicate that adolere- «tm p.ed suicide, or P— le, -  
surprisingly he^em  e v *  (e.g. D i e k s . . & » « (  SW ,h&C r.w f.nl 
, * ) .  Furthenuore, it appears to be a phenomenon which ,s grorw.g m ^
( ,  g Wilson, Stelaer, flergmtm. M ,  1 » ^  & Elli.tt, .995; « .« .« ,  m « ). -  
„ „  0f  a .  clem association he^een suicide « W s  W  ahseguen. U d  «temp s 
rwdam e *  HmWon, 19.5; M o,a, 19*4), .Ms is cause for concern, pmucnlm » «  on, 
knowledge of effective interventions for adolescent suicide is inadequate. Fo, »tn  
intervention, to be elite,„«, more thorough data on psychology ehmmanhcs o 
auicide ahemp.ers ™11 he required, »  wB, m hnowdedge r.lmhrg »  
with suicide attempts. Thus, following a . outline of some of,he gaetal «sues 
pertinent to the ounce# of adolesce., pmmuMde, this-ew e, wdl - d
integrate tccatch Iron, two areas 1) the circumshmces and motw.homd ^  o
behaviour, incorporating individual emd environmental characteristics and addressmg 
the fact that parasuicide is affected by a variety of factors beyond the mdmdual s 
desire to die. Finally, implications for future research directions and chmc 
interventions will be discussed.
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General Perspective on Adolescent Parasuicide
Diekstra & Hawton (1987) reported that between 1950 and 1986, the number of 
suicides in the United States per 100 000 youths aged 15-29 had tripled, a trend which 
is not reflected in the adult population. Currently, depending on the source, suicide is 
believed to be the second or third leading cause of death for young people aged 
between 13 and 25 (Adkins & Parker, 1996; Diekstra & Gamefski, 1995; Lennmgs,
1994; Hawton, 1986). Such disturbing statistics not only imply that adolescents are 
increasingly perceiving death as the only way out of an unpleasant situation, but also 
illustrates the need for a deeper understanding of why this is so in order to prevent 
such drastic and tragic consequences. Efforts to understand completed smcde 
increasingly focus on the related problem of parasuicide.
As there are no national registers available for the recording of parasuicide, any 
statistics pertaining to its magnitude will be, in all likelihood, unreliable estimates. 
Allberg & Chu (1990) estimated that between 50 and 100 adolescents attempt smcde 
every day in the United States alone. However, this figure, like that reported by the 
majority of researchers, is based primarily on the numbers of hospital admissions for 
self-poisoning or self-injury and is therefore likely to be a gross under-representation of 
the true picture, as a large number of parasuicides probably do not even make contact 
with a medical professional (Diekstra & Gamefski, 1995). This is likely to be 
especially true for adolescents, whose families may make every effort to manage the 
event themselves in order to protect the individual and themselves from social 
disapproval and other adverse consequences, such as blame and suspicion (Hawton, 
1986). As a result, although a general trend may be indicated and informed estimates 
proposed, it must be remembered that the exact magnitude of adolescent parasuicide
is unclear.
Since Stengel & Cooks’ classic monograph of suicide and parasuicide (1958), it is 
generally accepted that the two acts come from overlapping yet distinct populations 
(e.g. Kennedy, 1974; Hawton, 1982; Lester, Beck & Mitchell, 1979; Brent, Perper, 
Goldstein, Kolko, Allan, Allman & Zelenak, 1988) and whilst it is true that previous 
suicidal attempts may predict a subsequent fatal attempt, there exist significant
differences between the characteristics of suicide attempters and suicide completers 
(e g. Paykel, 1974; Bancroft & Marsack, 1976) In view of this, it would be 
inappropriate to extrapolate findings from studies of fatal suicides to an understanding 
of suicide attempts. This consideration would appear to be of particular importance 
when exploring attempted suicide in adolescents, an event which is forty times more 
common than suicide in the same population, as opposed to being three times more 
common in the adult population (Kennedy, 1974), indicating perhaps that factors 
unique to adolescents are operating to trigger the act of parasuicide. Alternatively, ft 
could be suggested that adults have greater access to the means and resources to 
complete suicide, whilst adolescents lack such resources, their attempts being merely 
‘failed’ suicides. However, this seems an implausible interpretation of all cases, gwen 
that clear sociopsychological differences between suicides and parasuicides have been 
found Furthermore, adolescents differ from adults in terms of their typical finanaal 
status, medical condition, occupational responsibilities, coping styles, social support 
networks and the stressors to which they are commonly exposed (Spirito, Brown, 
Overholser & Fritz, 1989). Since all of these variables may have an impact on smc.dal 
behaviour it would be inappropriate to ignore their effects on different age groups.
It would appear then that adolescent parasuicide is a clinical behaviour separate from 
adolescent suicide and adult suicide and parasuicide, thereby meriting examination 
distinct from these latter categories. This consideration notwithstanding, it may be that 
interventions aimed at reducing the frequency of suicidal behaviour in this population 
may assist in curtailing to some degree the number of completed suicides in the 
overlapping population of individuals who make fatal attempts on their hves.
Circumstances and Motivational Aspects of Adolescent Parasuicide: 
Associated Factors
Précipitants
T i s h l e r ,  M c K e n r y  &  M o r g a n  (1981) r e p o r t e d  t h e  f o l l o w i n g  p r é c i p i t a n t s  o f  s u i c i d e  
a t t e m p t s  i n  a  s t u d y  o f  108 a d o l e s c e n t  p a r a s u i c i d e s  s e e n  i n  a n  e m e r g e n c y  r o o m :  
p a r e n t a l  p r o b l e m s  (50%), g i r l f r i e n d / b o y f r i e n d  p r o b l e m s  (30%), p r o b l e m s  i n  s c h o o l
141
(30%), sibling problems (16%) and peer problems (15»/.). These findings are 
consistent with those of Otto (1972), who found girlfriend/boyfriend problems, famdy 
problems and school problems to be the three most common précipitants, and were 
replicated by Hawton, O’Grady, Osborn & Cole (1982) who reported the same three 
triggers in their sample of adolescent suicide attempters. However, all of these studies 
failed to include a control group which would have provided a normative comparison 
of the stressful events common to all adolescents. An attempt was made to supply 
such a comparison by Spirito, Overholser & Stark (1989, cited in Spirito, Brown, 
Overholser & Fritz, 1989) who examined the précipitants of suicide attempts amongst 
adolescents hospitalised on a general paediatric ward compared to high school students 
reporting a problem that made them very anxious or depressed (distressed controls) or 
students who reported a problem which did not make them very anxious or depressed 
(nondistressed controls). Although Spirito et al found the same three common 
précipitants of suicide attempts as reported by previous researchers (i.e. family 
problems, boyfriend/girlfriend problems and school problems), they also found that 
these three problems were reported as occurring with equal frequency to their 
distressed and nondistressed controls. This would appear to illustrate that suicide 
attempters are not a distinct group from other adolescents in terms of the problems 
they experience and that other factors must be operating to translate their distress into
a suicidal act.
Motivations and Intent
Stengel & Cook (1958) were the first to suggest the now popular idea of suicide an 
parasuicide as being a ‘cry for help’. Although the appeal fonction of suicidal 
behaviour remains a powerful element in the majority of postulated models, it is 
generally acknowledged that underlying motivations are far more complex and 
sophisticated than mere attention seeking behaviour. Hawton et al (1982) reported 
that the most common reasons given by adolescents for attempting suicide were: to get 
relief from a terrible state of mind, to escape for a while from a terrible situation and to 
make people understand how desperate you are feeling.
142
The idea of suicidal behaviour serving an escape fonction was also described by 
Baumeister (1990) who postulated that suicidal ideation stems from avers,ve self- 
awareness which in turn is a response to perceived failures and inadequacies. The 
individual, Baumeister argues, enters a state of cognitive deconstmction in order 
prevent this painful self-awareness impinging further and in this irrational and 
disinhibited state, suicide is perceived as the ultimate step in the effort to escape from
self and the world.
In a repertory grid study, Parker (1981) found that a low suicidal intent group 
perceived their overdose as similar to “being alone and crying” and “getting drunk”, 
whereas the high suicidal intent group perceived their overdose and committing smcde 
in quite similar terms. This finding is not only consistent with the view that suicides 
and parasuicides come from distinct yet overlapping populations, but is synonymous 
with both the hypothesised communication and escape functions of parasuicide. It 
implies that the attempt may have a respite fonction for low intent individuals an 
escape from pain; as well as indicating to significant others that there is something
wrong.
Most evidence indicates that suicidal intent and risk to life are invariably low. The 
majority of suicide attempts in Hawton’s 1986 study occurred in circumstances that 
ensured they would be discovered. Furthermore, unlike adults, it is common for a 
significant percentage of adolescent suicide attempters to deny their overdose had any 
suicidal implication (Gispert, Wheeler, Marsh & Davis, 1986; Hawton, 1986). This 
reinforces the notion of complex motivations underlying parasuicide, such as a means 
of communicating or a means of escape. Both functions could stem from, or be 
exacerbated by dysfunctional or adverse environmental factors.
Environmental Factors
Family The relationship between family functioning and adolescent suicidal behaviour
has been extensively investigated. Asamow, Cm,son & Guthrie (1987) described how
their sample of adolescent suicide ideators perceived their family environments as
supportive  and stressful, with poor control, high conflict and a lack of cohesiveness.
Allberg & Chu (1990) reported that the families of parasuicides differed from those o
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controls, the most striking differentiating feature being the preponderance of impaired 
communication networks in the families of suicide attempters. This was characterised 
by a lack of productive communication, frequent conflict, impaired problem solving 
ability and a more frequent use of negative rather than positive comments. Allberg &
Chu (1990) suggested that one way such deficient family communication manifests 
itself is in intense feelings of isolation shortly before the suicide attempt, a finding 
reflected by Hawton et als’ (1982) report of prevailing feelings of loneliness and 
rejection in their adolescent sample immediately prior to their suicide attempt. Hawton 
et al (1982) also described deficient communication within the families of these suicide 
attempters, most notably with the father. Additionally, these problems were shown to 
be enduring, with little improvement following the event. This would imply that if the 
suicide attempt is indeed an effort at communicating distress and enhancing family 
interaction, it has extremely limited efficacy.
Other family factors reported to be associated with parasuicide are: family 
disorganisation and loss, i.e. through divorce, separation or death (Allberg & Chu,
1990; Garfinkel, Froese & Golombek, 1979); parental neglect, cruelty or abandonment 
(Allberg & Chu, 1990; Withers & Kaplan, 1987); family psychiatric history (Hawton et 
al, 1982; Garfinkel, Froese & Hood, 1982) and exposure to family violence (Withers & 
Kaplan, 1987; Hawton et al, 1982; Levin & Schonberg, 1987). Clearly the influence of 
family relationships and functioning is of critical importance when formulating a model 
of adolescent suicidal behaviour and any attempt at gaining an understanding of the 
individual characteristics of a suicide attempter must relate these characteristics to the
setting in which they developed.
l ife stress: The relationship between suicidality and the presence and severity of
stressful life events has been demonstrated by several investigators (e.g. Paykel, 1980;
Motto, Heilbron & luster, 1985). Paykel, Prusoff & Myers (1975) reported that adult
suicide attempters experience significantly more stressful life changes than depressed
and psychiatric controls. However, there exist few similar studies of suicidal
adolescents and the exact relationship between stress and adjustment for this
population is unclear. Studies that have been conducted do indicate increased levels of
life stress in suicidal adolescents (Jacobs, 1971; Gispert et al, 1985; Schotte & Clum,
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1987' Luscomb, Clum & Patsiokas, 1980). More specifically, physical illness has been 
reported as an enduring life circumstanee associated with an increased nsk of sutct 
behaviour amongst adolescents (Hawton et al, 1982; Choquet, Facy & Dawdson,
1980).
It has been speculated (Spirito et al, 1989) that even if levels of life stress are greater in 
suicidal adolescents, the correlation may not be direct as the impact of such hfe events 
may be mediated through other variables, e.g. reactive depression and familial an 
social responses. Furthermore, the period of adolescence has been suggested as being 
typically a period of stress and turmoil anyway (Sands & Dixon, 1986), which has been 
described as a complicated process of identity formation and the establishment o . 
relationships and values (Erikson, 1955). However, this view has been contested m 
other studies (e.g. Rutter, Graham, Chadwick & Yule, 1976; Compas, Davis A
Forsythe 1985). Furthermore, if this were the case, not all adolescents cope with the
stresses of maturation by attempting suicide, indicating that other variables are indeed 
compounding their effect.
Psychological Characteristics of Adolescent Parasuicides
Emotional States
Hopelessness and depression have been associated with adolescent suicide attempts, 
however there exists some discrepancies in the literature concerning the exact nature o 
these relationships. Schotte & Clum (1982) reported that college student smcde 
ideators were under higher levels of negative life stress, were more hopeless and had 
higher levels of depression than their peers. This relationship between high levels o 
hfe stress, depression and hopelessness was also demonstrated in a group of 
hospitalised suicide attempters (Schotte & Clum, 1987) and has received empirical 
support from other researchers (e.g. Luscomb et al, 1980, Gispert et al, 19 )
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Studies conducted in psychiatric hospitals have found a clear association between 
depression and suicide attempts (Fried, Com, Aronuff, Hurt & Clarion, 1984; Bettes & 
Walker, 1986), however depression has been found to be less prevalent in medically 
hospitalised samples, although still significantly more prominent than in a matched 
group of adolescent controls (Taylor & Stansfeld, 1984a). Such findings would seem 
to indicate that although depression is present to varying degrees amongst suicidal 
adolescents, its prevalence is not quite so high as predicted by psychiatric samples, 
where affective disorders may be over-represented. However, Allberg & Chu (1990) 
suggested that levels of depression may be more difficult to measure in adolescents 
than in adults, as they may not display overt signs of depression, but rather the 
underlying affect may be masked by behavioural changes, for example, delinquency, 
drug use, antisocial behaviour and physical problems such as anorexia. If this were the 
case, a suicide attempt could represent a further manifestation of the adolescent’s 
maladaptive expression of an emotion that may not be easily communicated or 
accessed.
Several researchers have focused on hopelessness as the principal emotional state
associated with suicide attempts. Since Beck, Kovacs & Weissman (1975) reported
hopelessness as being the key variable linking depression to suicidal behaviour amongst
adults, this finding has been replicated in several studies (e.g. Minkoff, Bergman, Beck
& Beck, 1973 ). In addition. Beck, Steer, Kovacs & Garrison (1985) found
hopelessness to be the best predictor of eventual completed suicide amongst adults at a
ten year follow up. However, as has been previously mentioned, it is probably
inappropriate to extrapolate findings from studies of adult subjects to the development
of an understanding of adolescent behaviour. In fact, Petrie, Chamberlain & Clarke
(1988) reported that although hopelessness was significantly related to suicide attempts
in their medically hospitalised adolescent sample, this was only the case immediately
following the attempt. At a six month follow up, Petrie et al (1988) found that the
correlation between hopelessness and suicidal intent had become very weak and had
been replaced by self-esteem as the best predictor of future suicidal behaviour.
Similarly, Cole (1989) found associations for both depression and hopelessness with
suicidal ideation, but reported that survival-coping beliefs were more strongly related
to self-predicted future suicide attempts. Cole (1989) opined that the important
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variables involved in adolescent suicidal behaviour may be different to those operating 
in adults as adolescents are buffered by upcoming life events, protecting them from 
enduring hopelessness. However, Cole included no measure of upcoming life events in 
his study, therefore such a suggestion is merely speculatory. Furthermore, Cole’s 
sample consisted of high school students and his interest was in their level of suicide 
ideation. Therefore, as these subjects had not actually made any suicide attempts, their 
levels of hopelessness could have been very different from those in a sample of 
adolescent parasuicides.
It would appear then that the degree of depression and hopelessness experienced by 
adolescent suicide attempters increase as a function of life stress and that hopelessness 
may mediate the relationship between depression and parasuicide. However, research 
findings have been inconsistent, particularly with regard to how hopelessness actually 
develops and which variables best predict future suicide attempts. Some researchers 
have consequently turned their attention to the importance of cognitive variables as 
essential components of the process in which depression and suicidal ideation develop 
and interact, culminating in a suicide attempt.
Cognitive-Behavioural Factors
Cognitive variables associated with suicidal behaviour include problem-solving deficits, 
cognitive rigidity, cognitive distortions and impulsivity. Several researchers have 
reported that adolescents who attempt suicide display less adequate problem-solving 
abilities than either psychiatric or normal controls (Trautman, 1987; Plat, Spivack, 
Altman & Altman, 1974; Schotte & Clum, 1987; Asamow et al, 1987). These studies 
examined the suicidal adolescents’ ability to generate alternative solutions to scenarios 
concerning real life problems. However, these scenarios were artificial and it is 
possible that the problems may not have been meaningful to the subjects, hence their 
apparent inability to generate solutions to them. Wilson et al (1995) found that when 
the problems presented were of a more naturalistic nature, i.e. they were problems that 
had actually been experienced by their suicidal sample in the past year, there was no 
evidence for any deficit in problem solving. The sample used by Wilson et al (1995) 
was small (20 subjects) and therefore their findings would need to be replicated.
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Levenson & Neuringer (1971) administered the Rokeach Map Reading Test to a group 
of thirteen adolescent suicide attempters and compared their scores with those of non- 
suicidal psychiatric controls. This test requires the finding of short cuts on a map and 
is thought to measure flexibility of thinking and organisational abilities. Levenson & 
Neuringer (1971) reported that the suicidal subjects displayed significantly greater 
rates of failure on the Rokeach test and concluded that this indicated cognitive deficits, 
specifically in the ability to flexibly reorganise problem elements. This study led 
several investigators to hypothesise that suicidal adolescents display a characteristic 
known as cognitive rigidity, defined as "a relative inability to identify problems and 
their solutions” (Schotte & Clum, 1987). Patsiokas et al (1979) found support for the 
presence of cognitive rigidity in suicide attempters in their study which compared the 
scores of adolescent parasuicides and non-suicidal psychiatric controls on a divergent 
thinking task. They reported that the parasuicide subjects had difficulty conceiving and 
following through on suggestions of new behaviour options and may be deterred from 
contemplating anything other than their stressful life situation.
Based on these findings, Schotte & Clum (1987) formulated a Diathesis-Stress-
Hopelessness paradigm of adolescent suicidal behaviour, postulating that cognitive
rigidity mediates the relation between life stress and suicidality. Specifically, they
argue that when individuals who are deficient in the capacity for flexible, divergent
thinking are placed under naturally occurring conditions of high life stress, they are
cognitively unprepared to develop the effective alternative solutions necessary for
adaptive coping. This in turn leads to hopelessness and ultimately suicidal behaviour.
This model was tested by Lemer & Clum (1990) who compared the efficacy of
problem solving therapy and supportive therapy in a group of adolescent suicide
ideators. They reported that problem-solving therapy was more effective at reducing
depression, hopelessness and loneliness at a three month follow up, but not
significantly better at reducing suicidal ideation. However, as the subjects used in this
study were suicide ideators, having never actually attempted suicide, one interpretation
of these results could be that their problem-solving deficits and cognitive rigidity were
not so severe and therefore would not have shown any great improvement. It would
appear then that there is some evidence supporting the univariate relationships of each
of the relationships in the diathesis-stress-hopelessness model with suicidality, but
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clearly further research is required to further elucidate the mutual interaction of each of 
these variables.
Cognitive rigidity may be state dependent and not a stable personality trait of 
parasuicides. Schotte & Clum (1987) acknowledged that the relationship between the 
three variables in their paradigm is complex and that cognitive rigidity and problem­
solving deficits may be the result of increased levels of negative life stress. Schotte, 
Coals & Payvar (1990) reported that their sample of hospitalised suicide attempters 
displayed marked positive changes in depressive symptoms, state anxiety, hopelessness 
and suicide intent over time and that these improvements were accompanied by 
improvements in interpersonal problem-solving skills. This indicated, Schotte et al 
(1990) argued, that problem-solving deficits may be a concomitant rather than a cause 
of depression, hopelessness and suicidality. Similar findings were reported by Perrah 
& Wichman (1987) and Petrie et al (1988).
Related to this, Priester & Clum (1993) reported that it is the individual’s confidence in 
their problem-solving ability, rather than any actual deficit, which moderates the effects 
of the stressor and produces an increment in the levels of depression, hopelessness and 
suicide intent. This is consistent with Cole’s (1989) finding that survival-coping beliefs 
were associated with self-predicted future attempts, indicating that an individual s 
confidence in their ability to cope with and solve problems is an important moderating 
variable. Further support for such a perspective comes from Wilson et al (1995) who 
reported that the suicide attempters in their sample could generate as many adaptive 
coping strategies as normal and psychiatric controls, but actually used fewer. These 
findings appear to illustrate two things: firstly, increased stress may lead to depression 
and hopelessness which cause concomitant impairments in an individual’s ability to be 
flexible in their thinking and secondly, that although able to generate solutions to 
problems, some extra variable may be operating preventing the suicidal adolescent 
from recognising the benefits of positive coping strategies, opting instead for 
maladaptive strategies such as parasuicide.
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Cognitive distortions involve maladaptive information processing patterns that may 
predispose a person to focus on the negative aspects of a situation (Spirito et al, 1989). 
Hart, Spirito & Overholser (1988, cited in Spirito et al, 1989) reported that adolescent 
suicide attempters displayed more frequent attribution errors (i.e. attributing negative 
events to global, internal and stable causes) as compared to non-suicidal psychiatric 
controls. This type of attribution error is commonly associated with depression 
(Coyne, Aldwin & Lazarus, 1981) and therefore may not be specifically related to 
suicidality. However, as depression’s association with suicidality in some cases has 
been empirically demonstrated, it could reasonably be argued that negative attributions 
will impact on the individual’s suicidal behaviour, although not directly causally 
related. This was expounded on by Beck in his theory of suicidal behaviour (Beck, 
Kovacs & Weissman, 1975), which suggested that “suicidality is derived from specific 
cognitive distortions and that the patient systematically misconstrues his experiences in 
a negative way and without objective basis, anticipates a negative outcome to any 
attempts to attain his major objectives or goals”.
This type of negative bias would have powerful implications for coping behaviour. 
Coyne, Aldwin & Lazarus (1981) described how the coping of depressed persons is 
characterised by a lack of direct action and wishful thinking. Several studies have 
shown that suicidal adolescents tend to employ social withdrawal and avoidance as 
their primary coping strategies (Seiffge-Krenke, 1993; Wilson et al, 1995; Spirito et al, 
1996). If this is the case, the social isolation and perceived rejection which, as 
previously described, are commonly experienced by adolescents prior to a suicide 
attempt (Hawton, 1986; Allberg & Chu, 1990), may have been created or exacerbated 
by the coping strategies employed to deal with the stressful events preceding them. 
Other maladaptive coping strategies reported to be employed by suicidal adolescents in 
the face of life stress are aggressive behaviour, delinquency and drug and alcohol abuse 
(Lennings, 1994; Spirito et al, 1996; Allberg & Chu, 1990). Similarly, these 
behaviours would only serve to exacerbate existing problems, thereby creating further 
alienation and social isolation.
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Impulsivity was described by Lennings (1994) as a major correlate in adolescent 
parasuicide and other researchers have supported this view (e.g. Arffa, 1983). Hawton 
et al (1982) found that half of their suicide attempters had only thought seriously about 
the act for a quarter of an hour and the remainder for not more than a day.
Conversely, Patsiokas et al (1979) found no significant difference between suicidal 
patients and non-suicidal psychiatric controls on a measure of cognitive impulsivity, 
but they did report that at a one year follow up, repeat attempters were found to be 
more impulsive than non-repeaters. This may indicate the presence of a high risk 
subgroup of suicide attempters, characterised by impulsivity. It has also been 
suggested that cognitive rehearsal may precede a suicide attempt, in that the individual 
may fantasise about attempting suicide in stressful circumstances, as a form of 
avoidance coping, thus developing a schema which is readily activated when further 
stressful situations occur (Lennings, 1994; Hawton, 1986). Such a theory would 
preclude the existence of impulsivity as a stable personality trait of suicide attempters. 
Nevertheless, this is an issue which remains unclear, with studies providing conflicting 
results, implying the strong possibility that impulsivity is a factor in some, but not all, 
acts of parasuicide.
Developmental Factors
As has previously been mentioned, the period of adolescence is typically one of stress 
and turmoil (Sands & Dixon, 1986), however several authors have identified various 
developmental factors which are characteristic of those who attempt suicide. Related 
to the theory of suicide attempters having deficits in problem solving abilities and 
flexibility of thought, Giddan & Whitner (1989) postulated that adolescent parasuicides 
are caught at the edge of the transition between concrete operations and formal 
operational thought. This transition represents a shift to abstract reasoning, logical 
propositions, reasoning by hypothesis and a concern with the past and future (Inhelder 
& Piaget, 1958). A delay in attaining this developmental phase could result in reduced 
cognitive problem-solving ability and periods of heightened stress and vulnerability 
(Lennings, 1994).
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Allberg & Chu (1990) suggested that adolescent egocentrism, or a preoccupation with 
others’ perceptions of them, could compound any developmental delay by instilling in 
the individual a belief in their own uniqueness and invulnerability and enhancing the 
impact of conflict with others. Egocentrism may also prevent appropriate problem 
solving, according to Lennings (1994), as its presence denotes that the individual may 
be unable to distinguish between their thoughts and what others are likely to be 
thinking, thus attributing their own negative self-perceptions to others and rendering 
social withdrawal and avoidance more likely. Therefore, based on these perspectives, 
parasuicide could be construed as a communicative statement, carried out by an 
adolescent who does not possess a full understanding of the finality of death, who 
wishes to express the extent of their isolation and separateness and not having any 
other resources to deal with these emotions.
A Proposed Model of Adolescent Parasuicide: Towards Integration
As previous sections have demonstrated, there exists a myriad of interrelating 
sociopsychological factors associated with an adolescent’s decision to make a suicide 
attempt. These factors have been represented diagrammatically in Figure 1, which 
proposes an interactionist paradigm, involving developmental processes, environmental 
stressors, emotional responses and cognitive-behavioural perceptions. Therefore, 
vulnerability to making a suicide attempt appears to be contingent upon the 
relationship between the levels of stress experienced and the individual’s resources to 
deal with them. This latter variable may be a product of early learning, developmental 
phase and external supports, such as family relationships, rather than personality trait, 
although this issue remains unclear in the literature. Lennings (1994) proposed that 
this vulnerability could be placed on a continuum, linking suicidal behaviour to other 
“escape” and “communicative” behaviours, such as drug use and delinquency. Such a 
continuum could account for the progression of suicide ideation, to parasuicide, to, in 
some cases, completed suicide.
152
Developmental
Crises
Dysfunctional
Family
Environment
i  I  
I
4
4
4
4
4
4
Poor communication
4
Lack of support
4
Chronic stress or cumulative 
stress
4
Depression — »
4
Negative attributions and 
self-perceptions
4
— ^  Cognitive rigidity ^  Lack of confidence in
and inflexibility of coping abilities
thinking
4
Maladaptive coping 
e.g. avoidance or social 
withdrawal
4
Hopelessness, loneliness 
and isolation
4
Parasuicide ^  ^Impulsivity
Figure 1: A Proposed Model of Adolescent Parasuicide
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Conclusions
Several major conclusions can be drawn from the studies of adolescent parasuicide 
reviewed above. There is an adequate empirical basis for relating the variables of 
hopelessness, dysfunctional family environment and maladaptive coping strategies to 
suicidal behaviour amongst adolescents. Although highly correlated with depression, 
hopelessness may be a more useful and important factor in the evaluation of suicide 
attempters as it is more accessible to assessment and appears to be a more reliable 
indicator that a suicide attempt may be imminent. However, more research is required 
to further elucidate the manifestation of depression in adolescents, its relation to their 
coping behaviour and how hopelessness may be the mediating variable linking it to 
suicidal behaviour.
The family functioning of adolescent parasuicides is typically characterised by poor 
communication, overt conflict and lack of support. Any attempt at intervention must 
explore patterns of family functioning and how they may precipitate a suicide attempt. 
Additionally, future research could usefully evaluate the efficacy of family interventions 
which specifically address these dysfunctional elements.
The coping behaviour and adjustment to life stress of adolescents is complex and 
poorly understood. However, the coping strategies of adolescent suicide attempters 
generally involve avoidance or withdrawal and the suicide attempt could represent part 
of this maladaptive repertoire or continuum, constituting another form of avoidance or 
escape behaviour. As these strategies are clearly destructive, potentially harmful and 
only serve to exacerbate existing problems, thereby increasing the risk of future 
attempts and completed suicide, interventions could aim to modify beliefs about the 
outcome of certain coping behaviours and attempt to assist the individual to develop 
more functional strategies. However, as coping behaviour is heavily intertwined with 
other variables, such as emotional state, self-perception and possible reinforcement of 
maladaptive behaviours within the family and social settings, it is unlikely that such an 
approach would yield much success on its own. Future research should address the
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interaction of variables in this wider context and also further explore the adolescent 
suicide attempters’ perception of the coping strategies they employ, for example, their 
understanding of the possible fatal implications of a suicide attempt and their view of 
its appeal or communicative function.
In addition, the cognitive deficits of adolescent parasuicides. Le. problem-solving 
ability and cognitive rigidity, which have been reported in some studies, require further 
exploration, particularly to clarify the issue of whether they are state-related or a stable 
personality trait. Research into this issue could assist in delineating psychological 
characteristics of parasuicides and thus aid intervention.
A further issue which has not been reviewed, but which may merit enquiry, is the 
gender difference that has been reported to exist amongst adolescent parasuicides. It 
has been found that the ratio of female to male suicide attempters is as much as 10:1 
(Kotila, 1988; Otto, 1972; Hawton et al, 1982). Exploration of possible 
interpretations of the prevalence of female parasuicides could focus on differences in 
attributional style, differences in cultural views and differences in reactions and 
adjustment to life stress. Such research could highlight important areas to be 
addressed in intervention and also help in the identification of high risk groups.
Finally, it should be pointed out that knowledge of individual characteristics of 
adolescent suicide attempters is confounded by the heterogeneity of the population 
(Spirito et al, 1989). Studies tend to use samples from psychiatric hospitals, general 
medical hospitals, emergency rooms and outpatient clinics. Although areas of overlap 
exist between these four group, there will also be important differences. Therefore, the 
use of appropriate clinical comparison groups is an important methodological 
consideration to be addressed in future research.
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ABSTRACT
The prevalence o f adolescent parasuicide is increasing and its prevention and 
treatment has been identified as a priority for services providing care to young 
people. Despite the importance that is attributed to coping as a factor in parasuicide, 
little is known about the actual coping processes involved in this phenomenon, or the 
variables that influence them. The present study aimed to compare the coping style o f 
three groups o f female adolescents, aged between 14 —16 years: adolescents admitted 
to a general hospital following an overdose (n—15), healthy school controls (n—15) 
and clinic outpatient controls (n=15). The major objectives o f the study were to 
identify differences in coping style between the three groups and to establish possible 
mediating variables, within the framework o f Lazarus s Stress and Coping Theory. It 
was hypothesised that the parasuicide group would exhibit a higher degree o f 
emotion-focused coping than controls and that this would be functionally related to 
cognitive appraisal, depression and locus o f control. The impact o f life stress on 
coping was also explored. Although the sample size was small, some trends were 
identifiedwhich indicated that the suicide attempters endorsed a significantly 
different coping style to the control groups. Clinical implications, limitations o f the 
present study and future research requirements are discussed.
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AN INVESTIGATION INTO THE COPING STYLE OF FEMALE 
ADOLESCENTS WHO TAKE OVERDOSES
1. Introduction
Adolescent parasuicide has been investigated extensively over the last 30 years, yet 
continues to pose a challenge to providers of health care. In order to fully address the 
myriad of complex issues which constitute suicidal behaviour, studies have explored 
this phenomenon along a number of parameters: general life circumstances of suicide 
attempters, précipitants of suicide attempts, psychological characteristics of the 
individuals and motivational aspects of the act. This study aims to investigate the 
coping style of young women who take overdoses. Following a brief presentation of 
general information pertaining to suicidal behaviour amongst young people, five areas 
of enquiry will be addressed. Firstly, the concept of attempted suicide, or parasuicide, 
will be introduced, including issues of definition and classification. Secondly, the 
literature relating to précipitants of parasuicide will be reviewed. Thirdly, the issue of 
life stress as a feature of parasuicide will be discussed. Fourthly, evidence for the role 
of depression as a mediating variable in suicide attempts will be evaluated. Finally, 
coping will be presented as a critical factor in adolescent parasuicide and the 
associated literature and theoretical models will be reviewed, with particular reference 
to problem-solving and locus of control. A model of coping and its impact on suicidal 
behaviour will then be proposed and within this framework, the hypotheses of the 
present study will be outlined.
The seriousness of the problem of suicidal behaviours in adolescence has been well 
documented (e.g. Shaffer, Gould, Fisher, Trautman, Moreau, Kleinman & Flory,
1996; Diekstra & Gamefski, 1995; Rosenberg, Smith, Davidson & Conn, 1987). 
Currently, depending on the source, suicide is believed to be the second or third 
leading cause of death for young people aged between 13 and 25 (Adkins & Parker, 
1996; Diekstra & Gamefski, 1995; Hawton, 1986). Whilst the suicide rate amongst 
males aged between 14-24 has increased by approximately 60% in the past ten years 
(HMSO, 1994), the figures for females in this age bracket show no change at all.
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However, although young men are three times more likely than young women to 
commit suicide, when parasuicide is considered, women outnumber men quite 
substantially -  the ratio being in the range of 3:1 -  9:1 (Diekstra & Hawton, 1987; 
Hawton, 1986). Given that approximately 11% of young people who attempt to kill 
themselves go on to complete suicide (Hawton, 1986; Brent, Perper, Goldstein,
Kolko, Allan, Allman & Zelenake, 1988; HMSO, 1994), intervention in this area is 
clearly vital and should be a priority for any service dealing with adolescents. Efforts 
to understand completed suicide increasingly focus on the related problem of 
attempted suicide.
1.1 Parasuicide
The term parasuicide has been formulated to cover behaviours that can vary from 
suicidal gestures and manipulative attempts to serious attempts to kill oneself. It was 
defined by Kreitman (1977) as "any deliberate act with nonfatal outcome that might 
cause, or actually causes, self-harm, or that without intervention from others would 
have done so; or that consists of ingesting a substance in excess of its generally 
recognised or prescribed therapeutic dose”.
As with completed suicide, parasuicide appears to be a phenomenon which is growing 
in frequency amongst young people, most notably young women (e.g. Wilson,
Stelzer, Bergman, Krai, Inayatullah & Elliott, 1995; HMSO, 1994). However, the 
exact magnitude of nonfatal adolescent suicidal behaviour is difficult to estimate as 
relatively few receive medical treatment following their suicide attempt. Allberg & 
Chu (1990) estimated that between 50 and 100 adolescents attempt suicide every day 
in the United States alone. This figure, like that reported by the majority of 
researchers is based primarily on the numbers of hospital admissions for self­
poisoning or self-injury and is therefore likely to be a gross under-representation of 
the true picture, as a large number of parasuicide cases do not even make contact with 
a medical professional (Diekstra & Gamefski, 1995).
In addition to the difficulties in establishing accurate prevalence rates of parasuicide, 
classification of this phenomenon is problematic. Current diagnostic criteria in the 
Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) do 
not contain any separate classification indices for suicidal behaviours, but mention it
as an associated feature of Mood Disorders. Shaffer (1982) has commented that: 
"existing studies do not provide evidence that suicidal children are a distinct 
diagnostic group. They differ only in their propensity to repeat the suicidal 
behaviour”. Nevertheless, various studies have attempted to identify subgroups of 
young people who commit parasuicide, with the aim of establishing risk factors for 
further attempts and of identifying vulnerable individuals. The major themes of the 
existing literature will be reviewed here.
1.2 Précipitants of Parasuicide
The relationship between suicidality and the presence and severity of stressful life 
events amongst adults has been demonstrated by several investigators (e.g. Paykel, 
1980; Motto, Heilbron & luster, 1985). However, studies examining this relationship 
amongst adolescents have frequently yielded unclear, ambiguous results .
In a study of the difficulties experienced by adolescents who take overdoses, Hawton,
O’Grady, Osborn & Cole (1982) identified three categories of problems which
predominated: problems with parents (76%), problems with school or work (58%) and
problems with boy or girlfriends (52%). Other investigators have discovered similar
précipitants in their studies of suicide attempts (e.g. Tishler, McKenry & Morgan,
1981; Otto, 1972; Kienhorst, Wolters, Diekstra & Otte, 1987). However, none of
these studies used adequate control groups, thus failing to provide a normative
comparison on the stressors common to most adolescents. An attempt was made to
supply such a comparison by Spirito, Overholser & Stark (1987, cited in Spirito,
Brown, Overholser & Fritz, 1989), who examined the précipitants of suicide attempts
amongst adolescents hospitalised on a general paediatric ward compared to high
school students reporting a problem that made them very anxious or depressed
(distressed controls) or students who reported a problem which did not make them
very anxious or depressed (nondistressed controls). Although Spirito et al revealed
the same three common précipitants of suicide attempts as reported by previous
researchers (i.e. problems with family, school and boy or girlfriend), they also found
that these three problems were reported as occurring with equal frequency to their
distressed and nondistressed controls. They concluded that this was an illustration of
parasuicides being an indistinct group from other adolescents in terms of the problems
they experienced. However, no measures of the severity of the problems reported by
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participants were provided. Therefore, although the suicidal and non-suicidal 
adolescents interviewed by Spirito et al may have experienced similar types of 
problems, the seriousness and impact of them may have been the discriminatory 
factor.
1.3 Life Stress
The majority of studies have failed to examine in detail the relationship between stress 
and adjustment in adolescence and a perspective on the nature of life events during 
this period is lacking. Typically, adolescence has been characterised as a period of 
stress and turmoil (e.g. Sands & Dixon, 1986), described as a complicated process of 
identity formation and the establishment of relationships and values (Erikson, 1955). 
However, in an interesting study of the characteristics of life events during 
adolescence. Compas, Davis & Forsythe (1985) found that, in general, their 
nonclinical sample of adolescents did not report being plagued by aversive 
experiences, but on the contrary, indicated that they found their recent past and 
expected their immediate future to be characterised by positive experiences. These 
findings support a previous study by Rutter, Graham, Chadwick & Yule (1976), 
which contested the view that adolescence is a period of “stress and storm”.
Studies which have explored overall levels of life stress in suicidal adolescents have 
tended to find higher levels of major life events in this group than controls (e.g. 
Gispert, Wheel, Marsh & Davis, 1985; Cohen-Sandier, Berman & King, 1982a; Brent, 
Perper, Moritz, Baugher, Roth, Balack & Schweers, 1993d). The types of events that 
have been reported to be more common in suicidal adolescents than controls include 
interpersonal conflict, interpersonal loss, family dysfunction, physical/sexual abuse, 
physical illness, a recent move and exposure to suicide. Family functioning in 
particular has consistently been found to be associated with parasuicide (e.g. Hawton 
et al, 1982; Hawton, 1986). Asamow, Carlson & Guthrie (1987) described how their 
sample of adolescent suicide ideators perceived their family environments as 
unsupportive and stressful, with poor control, high conflict and a lack of cohesiveness. 
Allberg & Chu (1990) reported that the families of parasuicides differed from those of 
controls, the most striking differentiating feature being the preponderance of impaired 
communication networks in the families of suicide attempters. This was characterised 
by a lack of productive communication, frequent conflict, impaired problem solving
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ability and a more frequent use of negative rather than positive comments. However, 
using multivariate analyses, Brent et al (1993d), revealed that the life stressors 
reported to be more common in parasuicides did not remain a significant risk for 
repeated suicide attempts once personal psychopathology had been controlled for.
That is, it is possible that a subgroup of adolescent suicide attempters exists who 
suffer from psychiatric morbidity in addition to their suicidal behaviour. This is 
supported by findings of a large correlation between psychiatric morbidity and 
attempted suicide (e.g. Brent et al, 1988; Cole, 1989) and additionally, that symptoms 
of psychopathology, especially clinical depression, delinquent behaviour, academic 
decline, interpersonal isolation and substance abuse, are missed by parents and 
teachers or misinterpreted as a “normal part of growing up”. The implications of such 
research are that the higher levels of life stress amongst adolescent suicide attempters 
found in some studies may in fact reflect underlying levels of psychopathology, which 
may be either creating stressful events or exacerbating their adverse effects.
To summarise the previous two sections, it would appear that whilst précipitants of 
suicide attempts tend to be fairly easy to identify and are common problems 
experienced by the majority of adolescents; defining the context and life 
circumstances in which they occur is more problematic. Stressful life events, 
including family dysfunction and physical illness, have been found to be more 
prevalent for suicide attempters than controls; however, reaching a clear conclusion 
regarding the nature of the interaction between life stress and parasuicide is frequently 
confounded by the presence of psychopathology, which may be a powerful mediating 
variable in this relationship. This dilemma highlights the need for controlling for any 
psychiatric morbidity within control groups.
1.4 Depression
Studies conducted in psychiatric hospitals have found a clear association between 
depression and suicide attempts (Fried, Com, Aronuff, Hurt & Clarkin, 1984; Bettes 
& Walker, 1986). However depression has been found to be less prevalent in 
medically hospitalised samples (Taylor & Stanfield, 1984a). Schotte & Clum (1982)
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demonstrated a relationship between suicidal ideation, life stress and depression in a 
group of college students, which was replicated in a study of hospitalised suicide 
attempters (Schotte & Clum, 1987). However, significant differences between scores 
on a self-rating depression scale employed by Schotte & Clum in both studies were 
only found for high ideators in the college sample and for individuals with a 
psychiatric diagnosis in the hospitalised sample. Far more significant findings were 
yielded for the measure of hopelessness, which has been found to be the key 
psychological variable triggering suicidal behaviour amongst adults (Beck, Kovacs & 
Weissman, 1975; Minkoff, Bergman, Beck & Beck, 1973) and the best predictor of 
further suicide attempts (Beck, Steer, Kovacs & Garrison, 1985).
Such findings would seem to indicate that although depression is present to varying 
degrees amongst suicidal adolescents, its prevalence is not quite so high as predicted 
by psychiatric samples where affective disorders may be over-represented. This 
would further support the theory pertaining to the existence of a subgroup of 
adolescent parasuicides, characterised either by psychiatric morbidity or who were 
not depressed but perceived themselves as being hopeless. In view of this apparent 
distinction, the present study focused on nondepressed suicide attempters.
1.5 Coping
Coping was defined by Cohen & Lazarus (1979) as the “cognitive and behavioural 
efforts used to master, tolerate and reduce demands that tax or exceed a person’s 
resources. Several studies have demonstrated a crucial role of coping styles in 
buffering the impact of different stressors on the development of overt psychiatric 
morbidity (Folkman, Lazarus, Gruen & DeLongis, 1986), however there has been 
little consensus about which cognitive and behavioural aspects of an individual’s 
coping style actually constitute the proposed protective mechanism.
Cognitive variables that have been found to be associated with suicidal behaviour 
include problem-solving deficits, cognitive rigidity, hopelessness and locus of control. 
Several researchers have reported that adolescents who attempt suicide display less
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adequate problem-solving abilities than either psychiatric or normal controls 
(Trautman, 1987; Schotte & Clum, 1987; Asamow et al, 1987). This theory was first 
proposed by Levenson & Neuringer in 1971 who found that a group of adolescent 
suicide attempters demonstrated poorer problem-solving skills on a Map Reading Test 
than nonsuicidal psychiatric controls. However, the small sample size and absence of 
a healthy nonclinical control group renders any conclusions derived from this study 
somewhat tenuous and unreliable. Despite these shortcomings however, this study led 
several investigators to hypothesise that suicidal adolescents display a characteristic 
known as cognitive rigidity, defined as “a relative inability to identify problems and 
their solutions” (Schotte & Clum, 1987).
Asamow et al (1987) examined coping among adolescents admitted to a psychiatric 
hospital. They used an interview format to assess interpersonal problem-solving skills 
in three different situations: trouble in school, parents fighting and the death of a 
mother. Suicidal children were found to generate fewer active coping strategies (e.g. 
help-seeking and self-comforting statements) than nonsuicidal children. In addition, 
depressed children were shown to generate more aggressive coping behaviours than 
nondepressed children, e.g. delinquent behaviour, confrontation and substance abuse. 
More recent studies have supported Asamow et als’ (1987) findings of problem­
solving deficits (Sadowski & Kelly, 1993; Lerner & Clum, 1990). In addition, several 
studies have identified social withdrawal and avoidance as the primary coping 
strategies employed by suicidal adolescents (Seiffge-Krenke, 1993; Wilson et al,
1995; Spirito et al, 1996). However, all of these studies assessed coping behaviours 
and problem-solving abilities in relation to a set of artificial problems, which may not 
have been meaningful to the participants. Therefore, the apparently rigid style of 
problem solving may have simply been a reflection of the lack of personal relevance 
of the problems that were presented. In addition, it has been suggested that cognitive 
rigidity may be state dependent and not a stable trait of parasuicides, but activated by 
increased levels of life stress.
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In a similar vein, Priester & Clum (1993) reported that it is an individual’s confidence 
in their problem-solving ability, rather than any actual deficit, which moderates the 
effects of stressors and produces an increment in levels of depression, hopelessness 
and suicidal intent. This is consistent with Cole’s (1989) finding that survival-coping 
beliefs (as measured by the survival-coping beliefs scale of the Reasons for Living 
Inventory) were associated with self-predicted future suicide attempts, indicating that 
an individual’s confidence in their ability to cope with and solve problems is an 
important moderating variable. Cole also found a strong correlation between the 
survival-coping beliefs of the suicide attempters in his sample and their levels of 
hopelessness, such that increased hopelessness reduced an individual’s belief in their 
ability to cope. Further support for this perspective comes from Wilson et al (1995) 
who reported that the suicide attempters in their sample could generate as many 
adaptive strategies as normal and psychiatric controls, but actually used fewer. Taken 
with previous findings, these studies appear to illustrate that increased life stress may 
lead to depression and/or hopelessness, which causes concomitant impairments in an 
individual’s ability to recognise the benefits of positive coping strategies, opting 
instead for maladaptive strategies such as parasuicide.
1.6 Locus of Control
Locus of control is a further cognitive variable which has been associated with 
parasuicide. Although Lester (1973) in a review of the literature in this area 
concluded that there was little agreement as to how the locus of control continuum is 
related to parasuicide; subsequent studies have disputed this. Goldney, Winefreld, 
Tiggeman, Winefreld & Smith (1989) conducted a study of suicidal ideation among 
high school students and found that external locus of control, as measured by the 
Nowicki-Strickland Locus of Control Scale for Children, was associated with higher 
levels of suicidal ideation. This relationship has also been demonstrated amongst 
groups of suicide attempters in hospitals and other settings (Topol & Reznikoff, 1982; 
Luscomb, Clum & Patsiokas, 1978; Pearce & Martin, 1993). However, none of these 
studies included measures of corresponding stressful life events or mood states, which
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may have influenced locus of control orientation. In addition, these studies failed to 
provide adequate control groups. Therefore, the levels of external locus of control 
reported may have been a function of life stress, depression, or some other factor, 
such as developmental stage, socio-economic background or being in a hospital 
situation. Nevertheless, Goldney (1982) described locus of control as a valuable 
construct in the assessment of suicidal individuals, stating that the "cry for help” or 
communicative function of parasuicide reflects the person’s need for external 
intervention from others. Evidently, the relationship between externality and 
parasuicide is far from clear and needs to be examined in the context of situational 
and individual factors.
1.7 Cognitive Appraisal and Coping
From the literature reviewed, it has emerged that coping is a major factor in the 
reaction between stressful events and adaptational outcomes, such as depression and 
parasuicide. In general, the orientation of research into coping and parasuicide has 
shifted away from theories emphasising personality traits, such as cognitive rigidity, 
to a process-oriented approach which postulates a dynamic interaction between 
coping processes and stressful encounters (Folkman, Lazarus, Dunkel-Schetter, 
DeLongis & Gruen, 1986). This is supported by findings that many of the variables 
associated with attempted suicide amongst adolescents (problem-solving, attribution 
errors, negative bias, survival-coping beliefs and locus of control) are state dependent, 
i.e. activated by increased levels of life stress, or, alternatively, mediated by emotional 
states such as depression and hopelessness (Schotte, Coals & Payvar, 1990; Perrah & 
Wichman, 1987).
A model which encapsulates the notion of coping processes being a response to the 
psychological and environmental demands of specific stressful encounters was 
developed by Lazarus and his colleagues over a number of years (e.g. Coyne & 
Lazarus, 1980; Lazarus, Kanner & Folkman, 1980; Lazarus & DeLongis, 1983; 
Lazarus & Folkman, 1984). This model identifies two processes -  cognitive appraisal 
and coping -  as critical mediators of stressful person-environment relations and their
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immediate and long-term outcomes. Cognitive appraisal consists of two components: 
primary appraisal (where the person evaluates whether he or she has anything at stake 
in the encounter) and secondary appraisal (where the person evaluates what they can 
do to manage the harm or improve the benefits). The interaction between primary and 
secondary appraisals determines whether the person-environment transaction is 
regarded as significant for well-being and if so, whether it is primarily threatening 
(containing the possibility of harm) or challenging (holding the possibility of mastery 
or benefit) (Lazarus & Folkman, 1984).
Lazarus’s model emphasises the contextual nature of coping, positing that efforts are 
influenced by the convergence of individual and situational variables. In addition, the 
model focuses on the process of coping and how this changes as an encounter unfolds. 
It is further hypothesised that coping has two major functions: regulating stressful 
emotions (emotion-focused coping) and altering the troubled person-environment 
relation causing the distress (problem-focused coping) (Folkman & Lazarus, 1980). It 
has been demonstrated by Folkman & Lazarus (1985) that coping usually includes 
both functions, although this study only examined coping during one stressful 
encounter: a college examination.
In their study of the functional relations among cognitive appraisal and coping 
processes, Folkman et al (1986) used an intraindividual approach in order to compare 
the same person with himself or herself across five stressful encounters. Using 
previously developed measures assessing primary and secondary appraisal (Folkman 
& Lazarus, 1980) and coping (‘The Ways of Coping Scale” -  Folkman & Lazarus, 
1985), Folkman et al (1986) found that variability in coping was at least partially a 
function of peoples’ judgements about what was at stake (primary appraisal) in 
specific stressful encounters and what they viewed as the options for coping 
(secondary appraisal). With regard to secondary appraisal, it was found that 
participants used more problem-focused coping in encounters they appraised as 
changeable and more emotion-focused coping in situations where they saw few, if 
any, options for affecting the outcome.
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It would appear then, that an individual’s appraisal of an event, at both primary and 
secondary levels, may influence the coping strategies they opt for. However, as 
Folkman et al (1986) point out, the cross-sectional, retrospective design of their study 
did not allow for causality inferences to be evaluated and suggest that it is likely that 
bidirectional relations operate among the variables, such that coping may influence 
the person’s reappraisal of what is at stake and what the remaining coping options are. 
It should also be pointed out that the participants in this study were all middle-aged, 
married couples, with at least one child at home, of similar high educational 
backgrounds and income and from the same American county. This may make 
generalisations of Folkman et als’ findings problematic, as appraisal processes may be 
influenced by age, education and life circumstances. Finally, the impact of 
psychopathology was not controlled for. This would seem important as depression in 
particular has been found to influence appraisal processes. For example, in a study by 
Coyne, Aldwin & Lazarus (1981), it was found that depressed persons did not differ 
from nondepressed persons in the types of problems they faced, but in how they coped 
with situations, being more likely to appraise a situation as one which they needed 
more information about in order to act and using wishful thinking and seeking 
emotional support as coping options.
In relation to attempted suicide, the role of coping processes has yet to be fully 
elucidated. Whilst it appears that some kind of breakdown occurs in the protective 
mechanisms which usually buffer the impact of stressors, the precise nature of the 
stress-adjustment relationship remains unclear. The model proposed by Lazarus may 
provide a basis for conceptualising this phenomenon. It could be speculated that the 
cognitive appraisal process which occurs in response to a stressful event is disrupted, 
thus limiting and distorting the coping options available to an individual. More 
specifically, during the primary appraisal stage, an event may be evaluated as harmful 
and threatening in some way, requiring a further evaluation of what can be done to 
minimise this harm (secondary appraisal). However, during the secondary appraisal 
stage, the individual’s evaluation of their coping options may be such that they choose 
a destructive and/or maladaptive course of action. Such a process would represent a
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purely emotion-focused form of coping. In terms of specific appraisals, the literature 
relating to coping amongst adolescent parasuicides would suggest that if their primary 
appraisal of a situation is that it involves a personal threat, this threat would then be 
evaluated as being unchangeable at the secondary appraisal stage. Coping would then 
involve escape-avoidance strategies or, in some cases, confrontive coping. It is likely 
that adolescents in this latter category would be depressed or suffering from some 
other form of psychopathology. The coping strategies would prove to be ineffective, 
leading to an unsuccessful outcome and further appraisal process, the consequence of 
which would be the perception that no coping options were available, leading 
ultimately to a suicide attempt.
This model of parasuicide is conceptualised in figure 1, which also hypothesises the 
role of other psychological variables in the appraisal process, i.e. hopelessness and 
locus of control.
1.8 Summary
To summarise the previous sections, the existing research appears to have 
demonstrated that the coping strategies of adolescents who attempt suicide are 
frequently maladaptive and are characterised by avoidance and social withdrawal.
The impact of life stress may produce feelings of hopelessness, which disrupts an 
individual’s belief in their ability to cope, thus damaging the usual protective, 
buffering mechanisms. The construct of locus of control is also implicated, although 
its precise relationship with suicidality is unclear. As with other cognitive variables, it 
is possible that external locus of control is an inherent feature of the state of 
hopelessness and/or a reaction to levels of life stress. In addition to the coping style 
described above, there would appear to be a subgroup of adolescent parasuicides 
whose coping mechanisms are characterised by aggressive behaviour, including 
delinquency and substance abuse. For these individuals, depression appears to be a 
key feature of their suicidal behaviour.
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Figure 1: Proposed Model of how Cognitive Appraisal and Coping lead to 
Parasuicide
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1.9 Goals of this Study
The present study aimed to further explore the relationship between different coping 
styles and parasuicide. Whilst previous studies have examined the coping strategies 
generated by adolescent suicide attempters when faced with artificial problems, there 
has been little research exploring coping in relation to more naturalistic life events, 
i.e. problems actually experienced by participants. In addition, the process of coping 
and the manner in which an individual evaluates and subsequently behaves in stressful 
situations has received limited attention in this area of the literature.
The present study addressed the coping process of female adolescents who take 
overdoses in relation to Lazarus & Folkmans’ (1984) Cognitive Appraisal model. As 
well as coping style, the variables of Locus of Control, depression and stressful life 
events were assessed. These factors were compared with two control groups in 
accordance with Orbach's (1987) postulation which stipulates that in order to find 
suicide predictors, one must assess variables in three groups: suicide attempters, non­
suicidal clinic controls and healthy controls. It was hypothesised that suicide 
attempters would endorse more emotion-focused coping than controls, particularly 
forms of avoidance coping. Secondly, as emotion-focused coping has been found to 
be more prevalent in encounters appraised as unchangeable, it was predicted that the 
parasuicide group would be more likely to appraise their problems as such. Thirdly, it 
was hypothesised that suicide attempters would exhibit higher externality on Locus of 
Control measures than controls and that this would be associated with both their 
appraisal of problems as being unchangeable and levels of avoidance coping.
Fourthly, in terms of life events, it was predicted that this would not be the defining 
variable accounting for suicidality and therefore all groups would have similar levels 
of life stress. Finally, in view of the fact that a high prevalence of depression has not 
been found amongst adolescent suicide attempters and that those who are depressed 
appear to represent a subgroup of parasuicides, the present study excluded all 
participants who were assessed as clinically depressed. It was though that such a 
subgroup may exhibit different coping styles and therefore would distort the sample. 
However, it was predicted that levels of non-clinical depression may still be
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associated with a more confrontive style of coping. Based on the findings of this 
study, implications for treatment and prevention will be discussed.
2. Method
2.1 Participants
There were three groups of participants in the present study, each consisting of 15 
girls, aged between 14 to 16 years. The groups were as follows: suicide attempters 
admitted to a general hospital, ‘normal’, healthy school controls and clinic controls.
The sample of suicide attempters was restricted to girls who had taken an overdose of 
legally available medication and were subsequently admitted to the accident and 
emergency or paediatric department of a general hospital.
Participants in the healthy control group were recruited from a local school. 
Questionnaires were administered to pupils during the course of a Personal and Social 
Education class.
Finally, the 15 participants in the clinic control group were recruited from consecutive 
referrals of girls aged 14-16 to a Child and Family Consultation Service. In addition 
to the age criterion for inclusion, participants were only recruited if their diagnosis did 
not include depression, self-harm or suicidality.
2.2 Measures
Copies of all measures are provided in Appendices 1-5.
Children’s Depression Inventory (Kovacs & Beck, 1977)
This is a 27-item clinical self-report questionnaire for 7-17 year olds derived from the 
Beck Depression Inventory. Each item consists of 3 statements describing a symptom 
at three different levels of severity. Internal consistency of this scale has been found to 
be high (r = .82) and stability has also been demonstrated, with a high test-retest 
coefficient (r = .82). The concurrent validity of the CDI has been determined against 
two self-rated scales (the Revised Children’s Manifest Anxiety Scale and the
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Coopersmith Self-Esteem Inventory), yielding significant correlations (r = .65 and r = 
-.59 respectively).
Daily Hassles Scale (Kanner et al, 1981)
This is an 87-item self-report questionnaire which asks about the occurrence and 
severity of “hassles”, i.e. daily irritants ranging from minor annoyances to major 
problems, during the past month. Each item is an example of such a hassle and asks 
participants to rate the severity of this hassle (ranging from somewhat severe to 
extremely severe) i f  it has been experienced by them. Two scores are yielded from 
the Hassles Scale -  number of hassles and severity of hassles. Internal consistency of 
the scale has been found to be extremely high (r =.99), as was construct validity (r = 
.95). Test-retest reliability has been demonstrated as higher for number of hassles (r = 
.79) than for severity of hassles (r = .48).
Locus o f Control Scale fo r Children (Nowicki, 1973)
This scale is a 40-item inventory which assesses locus of control orientation, that is 
the extent to which an individual perceives a causal link between his or her own 
behaviour and the subsequent reinforcement. Designed for school-aged children, the 
scale consists of ‘yes’ or ‘no’ questions. Internal consistency has been found to be 
high (r = .74), as is test-retest reliability (r = 71). The scale’s validity has been tested 
with correlations with other measures of locus of control. For example, the 
correlation with the Bailer Cromwell Scale was r = .41 (Nowicki & Duke, 1974a). A 
subsequent validation of the scale by Nowicki & Duke (1983) revealed satisfactory 
levels of concurrent, discriminant and construct validity.
Coping Questionnaire/Ways o f Coping Scale (Folkman & Lazarus, 1985)
This is a structured protocol used to elicit self-report information about the most
stressful encounter experienced by the participant in the previous month. Following a
request for a description of the stressful encounter, including information about
precipitating factors, the actual event and the consequences, the questionnaire then
contains 13 items relating to the participants’ primary appraisal (i.e. what was at
stake) of that experience and 4 items relating to their secondary appraisal (i.e. an
evaluation of their ability to control this event). Upon factor analysis, the construct
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validity of primary appraisal items was found by Folkman et al (1986) to be good (r = 
.78). Reliability has also been shown to be high, with test-retest correlations of r = 
.79. For secondary appraisal items, construct validity was also demonstrated to be 
reasonable in Folkman et al’s (1986) study (r = .76), as was test-retest reliability (r = 
.74).
Coping is then assessed with the Ways of Coping Scale, which contains 67 items that 
describe a broad range of cognitive and behavioural strategies people use to manage 
internal and/or external demands in specific stressful encounters and that participants 
must indicate the extent to which they employ them. Factor analyses conducted on 
the Ways of Coping Scale items yielded 8 coping scales: conffontive coping, 
distancing, self-control, seeking social support, accepting responsibility, escape- 
avoidance, planful problem-solving and positive reappraisal. A factor analysis of 
items on each scale demonstrated high construct validity (see Appendix 6 ).
Reliability has also been found to be acceptable.
2.3 Procedure
Local Research Ethics Committee approval was gained prior to commencement of the 
study (see Appendix 7). Individuals in all groups participated voluntarily and 
following a verbal and written explanation of the rationale of the study and what it 
would entail, were asked to sign a consent form. Copies of Information Sheets 
provided to participants and consent forms are provided in Appendices 8-11.
In the sample of suicide attempters, the Information Sheet was given to them by the
social worker conducting a psychosocial assessment following their admission to
hospital (normal practice). Once information relating to the study was provided and
consent obtained in the manner described, the four questionnaires detailed above were
administered. In addition to the inventories, some background information was
sought using a format developed by the investigator (see Appendix 12).
Administration of the questionnaires was conducted within a single session, the
duration of which was 40 -  60 minutes, with the investigator present throughout in
order to respond to any questions or provide any further information. Individual
protocols were numerically coded in order to maintain confidentiality.
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Within the clinic control group, informed consent was initially sought by the clinician 
allocated to the participants’ care, who provided them with an Information Sheet. If 
participants were willing to be contacted by the investigator, an interview time was 
arranged and signed consent obtained in the manner described above. An identical 
testing protocol was then administered. As before, individual protocols were 
numerically coded.
The consent of participants in the school control group was obtained in the first 
instance by writing to the headteacher of a local school (see Appendix 13), including 
an Information Sheet. With the headteacher’s permission, the investigator then 
attended two separate Personal and Social Education classes at the school and 
distributed Information Sheets to all the pupils, asking them to sign a consent form if 
they were willing to take part in the study. In each of the classes, there were 20 girls 
aged between 14-16 and all agreed to participate. The same testing protocol given to 
the other groups was then administered, with the investigator present to respond to 
any questions. In comparison with the suicide-attempter and clinic control groups, 
individual protocols of the schoolgirls were kept anonymous and confidential, as it 
was thought that informing participants that their responses may be made available to 
others if there was cause for concern would bias their responses. Furthermore, the 
view was adopted that as the participants had not sought clinical help, their autonomy 
as young adults in this matter should be respected. However, participants in all three 
groups were provided with an information leaflet containing details of how to seek 
help and advice and were given the opportunity to speak individually with the 
investigator about any problems or concerns they were experiencing following the 
testing session. None of the pupils sought help in this way. As 40 completed 
protocols were obtained from the school control participants, it was possible to match 
15 of these with those obtained from the suicide-attempter sample on the 
characteristics of number of GCSEs being taken and school attended. Due to the 
small sample numbers, matching along further demographic characteristics was not 
possible.
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Once completed protocols had been collected, all individual questionnaires were 
scored. Letters were sent to the GPs of participants in the parasuicide and clinic 
control groups informing them of their clients’ participation in the study (see 
appendix 14). Any participant who scored at or above the cut-off score for clinical 
depression on the Children’s Depression Inventory (20), was excluded from the study. 
In addition, participants in the school and clinic control group whose responses 
indicated suicidality were also excluded.
2.4 Description of Sample
All individuals approached within each of the three groups consented to take part in 
the study. In the parasuicide sample, none of the participants scored above the CDI 
cut-off score, therefore none were excluded. From the background information forms 
that were completed, it was found that the mean age of participants in this group was
15.6 years (S.D. = 0.3 years). Further information obtained is summarised in 
Appendix 15.
In the school control sample, three participants were excluded as their CDI scores 
exceeded 20. None of the participants expressed suicidal ideation. The mean age of 
participants in this group was 15.2 years (S.D. = 0.8 years). Further background 
information is also summarised in Appendix 15.
In the clinic control group, two participants were excluded due to their CDI score 
exceeding 20, but no suicidal ideation was expressed. The mean age of participants 
was 14.9 years (S.D. = 1.1 years). Other background information is provided in 
Appendix 15.
2.5 Statistical Analysis
The data were not found to be normally distributed, therefore non-parametric 
statistical analyses were conducted. In order to establish significant differences 
between variables across the three groups, the preliminary analysis consisted of the 
Kruskal-Wallis one-way analysis of variables. Further group comparisons between 
significantly different variables were undertaken using the Mann Whitney U test.
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Finally, an exploration of the relationships between variables within the parasuicide 
group was conducted using Spearman’s rank order correlation.
3. Results
The data are presented in three sections. First, the specific hypotheses in this study 
are evaluated in relation to its findings. Secondly, statistical information pertaining to 
individual variables not covered in the previous section is presented. Finally, 
correlational data are discussed.
3.1 Hypotheses
Hypothesis 1: Adolescent parasuicides employ a higher degree of emotion- 
focused coping, particularly escape-avoidance coping, than controls.
Means and standard deviations for each coping scale in the “Ways of Coping” 
questionnaire across the three groups are provided in Table 1.
GROUP
PARASUICIDES CLINIC
CONTRGILS
SCHOOL
CONTRGILS
COPING
SCALE
MEAN S.D. MEAN S.D. MEAN S.D.
Confrontive 7.13 3.18 8.8 4.0 5.33" 4.5
Distancing 10.07 2.02 8.6 3.78 3.2 2.88
Self-Controlling 2.67 1.54 1.8 1.66 6.53 3.25
Seeking Social 
Support
4.87 3.07 5.73 3.1 8.53 4.12
Accepting
Responsibility
5.73 3.13 3.67 3 18 4.0 3.66
Escape-
Avoidance
19.67 2.9 11.6 3.83 7.4 4.87
Planful Problem 
Solving
4.87 2.9 3.67 1.45 5.33 2.66
Positive
Reappraisal
1.53 1.3 1.0 1.13 4.87 3.29
Table 1: Means and Standard Deviations o f Individual Coping Scale Scores Obtained 
by Each Group
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A preliminary analysis of coping strategies reported by the three groups using the 
Kruskal-Wallis one-way analysis of variance revealed significant differences on the 
scales of distancing (x2 = 21.88, 2df, p< .0001). Further comparisons between the 
three groups using the Mann Whitney U test revealed more clearly how they differed 
in coping style. The parasuicide sample scored significantly higher than school 
controls on the coping scales of distancing and escape-avoidance. Additional 
differences indicated that parasuicide participants reported a greater use of 
confrontive coping strategies than school controls, whilst less frequently seeking 
social support, accepting responsibility and positively reappraising situations. These 
statistics are presented in Table 2. Comparison of the coping style of parasuicide 
individuals with that of clinic controls using the Mann Whitney U test yielded a 
slightly different pattern of results. Whilst escape-avoidance still emerged as the 
dominant coping scale for the suicide attempters, there were no significant differences 
across other scales. These statistics are also presented in Table 2.
GROUP COMPARISON
PARASUICIDES -
SCHOOL
CONTROLS
PARASUICIDES-
CLINIC
CONTROLS
COPING
SCALE
M-W
Ü
SIGNIF. 
OF U
M-W
U
SIGNIF. 
OF 17
Confrontive 75.5 .126 86 .285
Distancing 8.5 .000 81.5 .202
Self-Controlling 28.5 .000 73 .106
Seeking Social 
Support
48.5 .007 94.5 .461
Accepting
Responsibility
77 .148 68.5 .067
Escape-
Avoidance
7 .000 12.5 .000
Planful Problem 
Solving
100.5 .624 84.5 .250
Positive
Reappraisal
39 .002 83.5 .233
Table 2: Mann Whitney Comparisons o f Parasuicide Group with School Controls 
and Clinic Controls on the Coping Scales o f “The Ways o f Coping” Scale.
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Hypothesis 2: Adolescent parasuicides are more likely to appraise situations as 
being unchangeable than controls.
Means and standard deviations of secondary appraisal items from the three groups are 
presented in Table 3. Preliminary analysis of group differences using the Kruskal- 
Wallis test did not indicate any significant results (%2 = 6.85, 2df, p = .033).
However, further analysis of variance using the Mann Whitney U test revealed that 
the suicide attempters appraised the situation they had described as being 
unchangeable more frequently than school controls (U= 58.5, p < .05). When 
compared with clinic controls, however, there were fewer differences (U  = 90, p = 
.307).
GROUP
PARASUICIDES CLINIC
CONTRGILS
SCHOOL
CONTRGILS
SECONDARY
APPRAISAL
ITEM
MEAN S.D. MEAN S.D. MEAN S.D.
Situation
Unchangeable
5.33 7.43 8 7.77 2.13 1.81
Had to accept the 
situation
3.13 .52 2.47 .74 1.53 1.55
Needed to know 
more about the 
situation
.73 1.1 .8 1.01 1.4 1.35
Had to hold self 
back from doing 
something in the 
situation
5.33 .74 .93 1.16 1.87 1.64
Table 3: Means and Standard Deviations o f Primary Appraisal Items Obtained by 
Each Group
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Hypothesis 3: Adolescent parasuicides exhibit higher external LOC than 
controls and this is associated with their appraisal of a situation as being 
unchangeable and with greater use of avoidance coping.
Means and standard deviations of LOC scores are presented in Table 4. Initial 
analysis of the variance across the three groups of LOC using the Kruskal-Wallis test 
revealed significant differences (x2 = 32.1,2df, p< .0001). Further investigation 
using the Mann Whitney U test indicated that the adolescent suicide attempters 
displayed significantly higher external LOC than school controls (U  = .00, p < .0001). 
However, the disparity between the LOC scores of the parasuicide group and clinic 
controls was not so significant (£/= 54.5, p = < .05). Associations of locus of control 
with appraisal and coping will be discussed in subsequent sections.
GROUP
PARASUICIDES CLINIC
CONTRCILS
SCHOOL
CONTRCILS
MEAN S.D. MEAN S.D. MEAN S.D.
LOCUS OF 
CONTROL 
SCORE
30.13 3.25 26.87 3.46 13.2 4.39
Table 4: Means and Standard Deviations Obtained by Each Group on the Locus o f 
Control Scale.
Hypothesis 4: All groups have similar levels of life stress as measured by the 
Hassles Scale.
Means and standard deviations of the number and severity of hassles reported by the 
three groups are provided in Table 5 and also represented visually in Figure 1.
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GFIO U P
PARASUICIDES CLINIC
CONTRC>LS
SCHOOL
CONTRC>LS
MEAN S.D. MEAN S.D. MEAN S.D.
NUMBER OF 
HASSLES
29.8 15.46 61.33 9.93 29.73 23.89
SEVERITY OF 
HASSLES
45.1 22.19 98.6 22.69 49.93 32.95
Table 5: Means and Standard Deviations Obtained by Each Group on the Hassles 
Scale.
Preliminary analysis of variance across the three groups of hassles using the Kruskal- 
Wallis test revealed significant differences for both number of hassles (%2 = 18.51, 
2df, p < .0001) and severity of hassles (%2 = 19.67,2df, p < .0001). However, further 
analysis using the Mann Whitney U test demonstrated that the parasuicide sample 
only differed significantly in number of hassles from the clinic controls ([/=  17.5, p < 
.0001), with the latter reporting a greater number of hassles. There were no 
significant differences between the number of hassles reported by the suicide 
attempters and school controls (77= 81.5, p = .202). Similarly, the clinic control 
group rated their hassles as being significantly more severe than the parasuicide group 
(77= 14.5, p < .0001), but there was no difference in this variable between the 
parasuicide and school control groups (77= 112, p =1).
Hypothesis 5: Higher levels of depression are associated with a more confrontive 
style of coping.
When the data from all groups was considered together, there was no significant 
association obtained between confrontive coping styles and depression using 
Spearman’s rank-order correlation (r = .212). Analysis of data obtained from just the 
parasuicide group also revealed no association between these two variables (r = - 
.017). Similarly, within the clinic control group, no significant correlation was 
obtained (r = -.02).
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Figure 2: Mean Number and Severity o f Hassles Obtained by Each Group on The 
Hassles Scale.
3.2 Individual Variables
3.2. i Depression
Means and standard deviations of each group’s score on the CDI are presented in 
Table 6. Some significant differences were found between CDI scores of each group 
using the Kruskal-Wallis analysis of variance (%2 = 7.58, 2df, p< .05). Mann 
Whitney statistics revealed that the parasuicide group’s CDI scores were significantly 
higher than the school control group’s scores {U = 62, p < .05), but did not differ from 
clinic controls {U = 95, p = .486).
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PARASUICIDES CLINIC
CONTRC>LS
SCHOOL
CONTRCILS
MEAN S.D. MEAN S.D. MEAN S.D.
CDI SCORE 16.6 2.97 17.53 2.7 11.93 6.65
Table 6: Means and Standard Deviations Obtained by Each Group on the Children’s 
Depression Inventory.
3.2. ii Primary Appraisal
Means and standard deviations of primary appraisal ratings for each of the three 
groups are provided in Table 7.
GROUP
PARASUICIDES CLINIC
CONTRCILS
SCHOOL
CONTRCILS
PRIMARY
APPRAISAL
ITEM
MEAN S.D. MEAN S.D. MEAN S.D.
Threats to self­
esteem
22.13 3.2 19.47 6.92 11.87 6.12
Threats to loved 
one’s well-being
6 33 3.15 7.53 4.72 7.07 2.71
Not achieving a 
goal at work.
3.0 1.6 2.53 1.6 1.73 1.22
Harm to own 
health or safety
1.67 1.18 1.87 .99 1.53 1.06
Strain on 
financial 
resources
1.6 1.06 1.47 .92 1.13 .52
Losing respect 
for someone else
1.53 .74 2.07 1.16 1.87 .99
Table 7: Means and Standard Deviations Obtained by Each Group on Primary 
Appraisal Items
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Analysis of variance amongst the three groups for primary appraisal items using the 
Kruskal-Wallis test revealed highly significant differences for one item: “threat to 
self-esteem” (%2 = 16.028, 2df, p < .0001). Mann Whitney statistics indicated that 
this difference only applied when the parasuicide group was compared with school 
controls. That is, participants in the parasuicide sample appraised the situation they 
had described as posing a threat to their self-esteem more frequently than the school 
controls. However, this difference did not emerge when the parasuicide group was 
compared with clinic controls, who appraised situations as containing a threat to their 
self-esteem just as frequently. These statistics are presented in Table 8. It can be seen 
that other than “threat to self-esteem”, the only primary appraisal item approaching 
significance was that of “not achieving a goal at work”, which parasuicides reported 
as entering into their appraisal of the situation they described more frequently than 
school controls.
GROUP COMPARISON
PARASUICIDES -
SCHOOL
CONTROLS
PARASUICIDES-
CLINIC
CONTROLS
PRIMARY
APPRAISAL
ITEM
M-W
U
SIGNIF. 
OF 17
M-W
U
SIGNIF. 
OF £7
Threat to self­
esteem
9 .000 89 .345
Threats to loved 
one’s well-being
90 .367 105 .775
Not achieving a 
goal at work
60 .029 94 .461
Harm to own 
health or safety
105 .775 93 .436
Strain on 
financial 
resources
89.5 .345 109.5 .902
Losing respect 
for someone else
92.5 .412 83 .233
Table 8: Mann Whitney Comparisons Between Parasuicides and School and Clinic 
Controls on Primary Appraisal Items.
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3.2. Hi Secondary Appraisal
Descriptive statistics for items at this level of appraisal have already been presented in 
Table 3. As has previously been discussed, Mann Whitney statistics revealed that 
participants in the parasuicide group were more likely to appraise the situation they 
described as being unchangeable in comparison to school controls. The results of the 
Mann Whitney U test across all secondary appraisal items are provided in Table 9. It 
can be seen from this table that in comparison with school controls, the parasuicide 
group were also more likely to appraise the situation they had described as being one 
they had to accept, but less likely to state that they had to hold themselves back from 
doing something in that situation. When compared with the clinic controls, the results 
indicate that parasuicides only differed significantly on one item, being more likely to 
appraise their situation as one they had to accept.
GROUP COMPARISON
PARASUICIDES-
SCHOOL
CONTROLS
PARASUICIDES-
CLINIC
CONTROLS
SECONDARY
APPRAISAL
ITEM
M-W
U
SIGNIF. 
OF U
M-W
u
SIGNIF. 
OF U
Situation
unchangeable
58.5 .023 90 .367
Had to accept the 
situation
48 .007 56 .019
Needed to know 
more about the 
situation
78.5 .161 106 .806
Had to hold self 
back from doing 
something
59 .026 95 .486
Table 9: Mann Whitney Comparisons Obtained Between Parasuicides and School 
and Clinic Controls on Secondary Appraisal Items.
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3.3 Correlational Data
Associations between variables within the parasuicide group were calculated using 
Spearman’s rank order correlation.
3.3i CDI, LOC and Hassles
Associations were found between both number and severity of hassles and depression 
(r = .601, p < .05). In addition, number of hassles was correlated with severity of 
hassles (r = .752, p < .01).
3.3ii Coping Style
A correlation matrix presenting associations between individual coping scales and the 
variables of depression, locus of control and hassles is provided in Table 10. It can be 
seen that the association predicted in Hypothesis 3 between locus of control and 
escape-avoidance coping was not found. Number and severity of hassles was found 
to be negatively correlated with the self-controlling and planful problem solving 
scales. That is, the greater the number and severity of hassles reported by the 
adolescent suicide attempters, the less they were likely to endorse self-controlling and 
planful problem solving coping strategies. Positive reappraisal was found to be 
negatively related to depression and number of hassles, indicating that this coping 
strategy was less likely to be employed when participants were depressed and 
experiencing higher numbers of hassles.
3.3iii Primary Appraisal
Two primary appraisal items were found to be associated with different coping styles. 
Firstly, ‘"threats to self-esteem” was negatively correlated with the self-controlling 
coping scale (r = -.550, p < .05), implying that when such an appraisal was made by 
participants, they used this coping strategy less. Secondly, “strain on financial 
resources” was found to be negatively correlated with the confrontive coping scale (r
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-  -.554, p < .05) and the positive reappraisal scale (r = -.679, p < .01), indicating less 
use of these coping styles when such an appraisal is made.
COPING
SCALE
CDI LOC No. of 
Hassles
Severity
of
Hassles
Confrontive -.017 -.382 .113 .322
Distancing -.132 -.352 -.085 .106
Self-Controlling -.306 .251 -.595» -.532»
Seeking Social 
Support
-.057 .462 -.223 -.390
Accepting
Responsibility
-.005 -.01 -.146 -.01
Escape-
Avoidance
O1 .178 -.022 .230
Planful Problem 
Solving
-.276 .269 -.587» -.716**
Positive
Reappraisal
-.523» -.084 -.523» -.252
•Correlation is significant at the. 05 level (2-tailed)
**Correlation is significant at the .01 (1-tailed)
Table 10: Correlations between Coping Scales and Depression, Locus o f Control and 
Hassles within the Parasuicide Group.
3.3iv Secondary Appraisal
A correlation matrix presenting the associations found for secondary appraisal items 
with number of hassles and coping styles is presented in Table 11. It can be seen that 
the greater the number of hassles reported by participants, the more they appraised 
situations as being unchangeable. In addition, appraising a situation as being 
unchangeable was more likely to lead to self-controlling coping strategies. When the 
situation described by participants was appraised as being one they had to accept, they 
tended to use less distancing coping strategies. Finally, an appraisal of having to hold 
oneself from doing something was positively associated with a confrontive style of 
coping.
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PRIMARY APPRAISAL ITEMS
UNCHANGE­
ABLE
HAD TO 
ACCEPT
NEEDED MORE 
INFORMATION
HAD TO 
HOLD SELF 
BACK
Number of 
Hassles
.64* -.049 .167 .067
Confrontive
Coping
.057 .024 -.036 .665,,
Distancing
Coping
.213 -.533* -.382 -.467
Self-Controlling
Coping
.640* -.049 .013 .087
-Correlation is significant at the. 05 level (2-tailed)
-Correlation is significant at the .01 (1-tailed)
Table 11: Correlations between Secondary Appraisal Items and Number o f Hassles, 
Confrontive Coping, Distancing Coping and Self-Controlling Coping Within the 
Parasuicide Group.
4. Discussion
The present study identified significant differences in coping styles between 
adolescent parasuicides, school controls and clinic controls. In order to elucidate the 
meaning of these findings, the discussion will be organised according to individual 
areas of enquiry, addressing clinical and theoretical implications. Limitations of the 
study will be considered and directions for future research will be suggested.
4.1 Coping Style
The coping style that most clearly differentiated between the suicide attempters and 
control groups was that of escape-avoidance. Participants in the parasuicide group 
reported using items from the escape-avoidance scale of the “Ways of Coping” 
significantly more frequently than both school and clinic controls. Furthermore, in 
comparison with school controls, the parasuicide group endorsed distancing and
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confrontive coping styles more, whilst seeking social support and positively 
reappraising situations less. However, there were no differences across these scales 
when compared with the clinic controls. These results would appear to support 
previous research which has indicated that suicide attempters used social isolation and 
avoidance coping more frequently than non-suicidal normal controls. However, 
previous literature has reported less discriminate findings when suicide attempters 
have been compared with psychiatric and clinical controls. For example, Spirito et al 
(1996) found no differences between non-suicidal psychiatrically hospitalised controls 
and suicide attempters on measures of social isolation as a means of coping. The 
present study found that whilst certain coping styles which could be considered as 
approximating to social isolation, i.e. distancing and seeking social support less 
frequently, were not specific to suicide attempters, but were equally characteristic of 
clinic controls, the escape-avoidance style was significantly more prevalent in the 
parasuicide group. However, it should be pointed out that the present study’s clinic 
control group consisted of outpatients, rather than psychiatrically hospitalised 
controls. It is possible that increasingly severe levels of psychopathology amongst 
control groups may produce different coping styles which more closely approximate 
those of the suicide attempters.
It would be important to determine if the use of escape-avoidance strategies occurs 
immediately when confronted with a stressful event or negative emotional state, or 
emerges only after other coping strategies have been used and found to be 
unsuccessful. No differences were found between the three groups on the scale of 
planful problem-solving, in contrast with previous studies which have found that 
suicidal adolescents generate fewer active coping strategies (Asamow et al, 1987; 
Sadowski & Kelley, 1993). This may suggest that the parasuicide group attempted to 
use problem-focused coping, but resorted to more emotion-focused strategies when 
this did not resolve the situation they were in. In terms of Lazarus’s Stress and 
Coping theory, this type of evaluation and subsequent change of coping strategy 
would occur when the immediate outcome of an encounter is judged according to how 
successfully it has been resolved and consequently reappraised. Alternatively, it 
could be hypothesised that problem-focused coping was employed concurrently with
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emotion-focused coping, but that the effect of the latter, possibly in combination with 
other mediating variables, rendered the former ineffective. For example, an attempt to 
solve a problem by planning appropriate action may have been hindered by 
simultaneous expressions of anger or avoidant behaviour, such as drinking, smoking, 
etc. In either case, the findings of this study suggest that within the parasuicide group, 
the coping strategies employed led to a reappraisal of the situation and ultimately, a 
suicide attempt. However, the suicide attempt itself could be conceptualised as 
constituting a form of escape-avoidance coping, similar to drinking alcohol, using 
drugs, sleeping more than usual, etc. This would be consistent with findings that the 
most common reasons given by adolescents for attempting suicide were: to get relief 
from a terrible state of mind, to escape for a while from a terrible situation or to make 
people understand how desperate they were feeling (Hawton et al, 1982). Similarly, 
the finding that low suicidal intent groups perceived their overdoses as similar to 
"being alone and crying” and “getting drunk” (Parker, 1981) would appear to support 
this view. It should be noted however, that this interpretation may only apply to low 
suicidal intent groups and therefore, this variable would need to be controlled for in 
future investigations of parasuicide as part of an individual’s coping repertoire.
To summarise this section. Hypothesis 1, which postulated that adolescent 
parasuicides employ a higher degree of emotion-focused coping, particularly escape- 
avoidance, than controls has been partially supported by the findings of this study. 
Whilst there were clear differences between the suicide attempters and school controls 
on several coping scales (escape-avoidance, distancing, confrontive, seeking social 
support and positive reappraisal), with the parasuicides endorsing more emotion- 
focused coping, these differences were not evident in comparison with clinic controls, 
where only one coping scale -  escape-avoidance -  emerged as a differentiating 
variable. It could be speculated from this that choice of coping style may be 
influenced by an individual’s level of psychopathology, with emotional and 
psychiatric disturbance perhaps contributing to greater use of withdrawal and isolation 
strategies. However, the clear preponderance of escape-avoidance coping amongst 
the parasuicide group suggests that this form of coping may be more closely 
associated with suicidal ideation and that parasuicide may, in some cases, represent a
further manifestation of it. Alternatively, escape-avoidance coping may be translated 
into suicidal behaviour by associated, mediating variables.
4.2 Coping Style and Cognitive Appraisal
In terms of primary appraisal, it was discovered that the parasuicide group evaluated 
the problem situations they had described as posing a threat to their self-esteem more 
frequently than the school controls, but just as frequently as the clinic controls. 
Appraising the situation as involving a threat to self-esteem resulted in less self­
controlling coping strategies for the parasuicide group, but was not related to any 
other way of coping. A lesser degree of self-controlling coping when such an 
appraisal was made, may indicate that when a problem contained a personal threat or 
challenge, it was more difficult for the parasuicide group to inhibit their impulse to act 
in a certain way or to prevent the situation from impinging on other areas of their life. 
This may be consistent with findings of greater levels of impulsivity amongst 
adolescent suicide attempters (e.g. Lennings, 1994) and indeed, the impulsive nature 
of the suicidal act itself, with about half of parasuicides reporting that they had only 
thought about the overdose for a quarter of an hour (Hawton et al, 1982). However, it 
would be necessary to include measures of impulsivity in this study in order to 
substantiate this hypothesis. Additionally, it should be noted that there were no 
significant differences between the parasuicide and control groups on the self­
controlling coping scale.
The finding that both the parasuicide and clinic control group were more likely to 
appraise the situation they had described as involving a threat to their self-esteem may 
reflect the different nature of the problems they were experiencing or, alternatively, be 
a function of cognitive distortions and attribution errors, which led them to construe 
their experiences in a negative and personalised manner. This would be consistent 
with studies that have associated such negative biases with suicidal behaviour and 
depression (Spirito et al, 1989; Coyne, Aldwin & Lazarus, 1981; Beck, Kovacs & 
Weissman, 1975).
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With regard to secondary appraisal, it was found that the parasuicide group were 
significantly more likely than school controls, to appraise a situation as being 
unchangeable and one they had to accept, but less likely to state that they had to hold 
themselves back from doing what they wanted to do. When compared with clinic 
controls, the parasuicide group also appraised the situations they had described as 
being one they had to accept significantly more frequently, but did not differ on other 
secondary appraisal items. It would appear then that Hypothesis 2 -  that adolescent 
parasuicides are more likely to appraise situations as being unchangeable than 
controls was supported when comparisons with school controls were made, but not 
with clinic controls. Reasons for the parasuicide and clinic control group appraising 
situations as unchangeable more frequently than school controls will be discussed in 
subsequent sections.
Making a judgement that a situation was unchangeable was associated with a higher 
endorsement of self-controlling strategies. This may reflect a degree of resignation 
when a problem is perceived as unchangeable, i.e. the feeling that there is nothing 
that can be done to alter the problem, and therefore it is better to keep it to oneself and 
try not to actively do anything. Alternatively, the increase in self-controlling coping 
may represent a form of inactivity and lack of active problem-solving.
Folkman et al (1986) reported that when participants in their study appraised 
encounters as having to be accepted, they turned to distancing and escape-avoidance 
coping. This was not found in the present study, where an appraisal of having to 
accept a situation was, conversely, associated with less use of distancing coping. 
However, in Folkman et als’ study, the participants were middle aged adults, as 
opposed to adolescents. It is probable that very different dynamics were therefore 
operating between the two groups when faced with stressful situations.
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Surprisingly, an appraisal of having to hold oneself back from doing something in a 
given situation was associated with more confrontive coping for the parasuicide 
group. Although this relationship appears paradoxical, it may reflect the participants’ 
perceptions of their coping behaviour, i.e. although they were actually expressing 
anger, taking risks, letting their feelings show, etc, they may have felt that they were 
holding back in that they were not expressing the entire depth of their emotions or 
doing everything that their instincts were dictating.
When addressing the differences in cognitive appraisal processes between 
parasuicides and controls, it may be useful to consider developmental factors. It has 
been suggested (Giddan & Whitner, 1989) that adolescent suicide attempters have 
failed to make the transition between concrete operations and formal operational 
thought. As this transition represents a shift to abstract reasoning, logical propositions 
and a concern with the past and future (Inhelder & Piaget, 1958), a delay at this level 
could seriously influence an individual’s ability to realistically appraise encounters in 
terms of its threats and challenges. In addition, Allberg & Chu (1990) have proposed 
that adolescent suicide attempters possess a degree of egocentrism and a 
preoccupation with others’ perceptions of them, which could exacerbate any 
developmental delay by enhancing the impact of conflict with others and prevent 
appropriate problem-solving. However, there is little evidence to support the view 
that such a developmental delay exists amongst suicidal adolescents and therefore, 
any hypotheses relating these factors to coping style are merely speculative and would 
necessitate further investigation.
To summarise this section, it has been found in the present study that adolescent 
suicide attempters and clinic controls were more likely than school controls to 
appraise encounters as involving threats to their self-esteem at the primary level. This 
type of appraisal was associated with less self-controlling coping. At the secondary 
level, parasuicides and clinic controls appraised situations as being more 
unchangeable than school controls and this type of judgement was associated with a 
greater degree of self-controlling coping. In addition, parasuicides were more likely
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to evaluate situations as having to be accepted than both control groups. This type of 
appraisal was related to less use of distancing coping.
4.3 Coping Style, Cognitive Appraisal and Locus of Control
Adolescent suicide attempters were found to exhibit significantly higher external 
locus of control than both school and clinic controls, as predicted in Hypothesis 3 and 
consistent with previous findings (e.g. Topol & Reznikoff, 1982). However, the 
second part of Hypothesis 3, that higher external locus of control would be associated 
with a secondary appraisal of an encounter as being unchangeable and greater use of 
escape-avoidance coping was not supported. In fact, no relation was found between 
locus of control and any of the coping scales or cognitive appraisal items. It may be 
that this is due to the small sample size, rather than to the absence of any relationship. 
Alternatively, as the effects of locus of control on coping behaviour have tended to be 
reported in relation to depression and hopelessness (e.g. Goldney, 1982), the 
exclusion of clinically depressed individuals in the present study may have served to 
isolate external locus of control as a mediating variable, thus eliminating the usually 
observed effects.
4.4 Coping Style, Hassles and Depression
No differences were revealed between the number and severity of hassles reported by 
the parasuicide and school control groups. However, the clinic control group scored 
significantly higher than the parasuicide and school control groups on both of these 
measures. Therefore, Hypothesis 4 -  that all groups would have similar levels of life 
stress as measured by the Hassles Scale -  was only partially supported. The finding 
that adolescent suicide attempters did not differ from normal healthy adolescents in 
terms of the frequency of the problems they experienced is consistent with previous 
studies (e.g. Spirito et al, 1989). Furthermore, the present study indicated that the 
severity of the problems experienced by these two groups is also analogous. The 
greater number and severity of hassles reported by clinic controls indicates that 
greater levels of life stress may be related to levels of psychopathology and emotional
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disturbance in this group. This is supported by the association found between number 
and severity of hassles and depression.
Both self-controlling and planful problem-solving coping scales were found to be 
negatively associated with number and severity of hassles amongst the parasuicide 
group. This may reflect an inability to engage in these forms of coping when life 
stress is high. A further association was found between number of hassles and 
positive reappraisal, with increases in the former resulting in less use of this coping 
strategy. As both of these variables were also found to be related to depression, it 
may be that the effects of life stress and mood state are an important mediator in the 
appraisal process, influencing an individual’s ability to recognise positive aspects of a 
situation and develop resilience to future encounters. Hopelessness may also have a 
role in this relationship, in that it may impair an individual’s belief in their ability to 
cope with future stressful situations. Furthermore, it is possible that depression and 
hopelessness may operate on an individual’s appraisal of a stressful encounter, 
making them more likely both to perceive personal threat and to evaluate situations as 
being unchangeable. This would account for the finding that both the parasuicide and 
clinic control groups appraised situations as unchangeable more frequently than 
school controls.
In the present study, ratings of depression obtained from the parasuicide and clinic 
control groups were significantly higher than those of the school controls. Depression 
was not associated with a confrontive coping style, as predicted in Hypothesis 5. 
However, this may be accounted for by the fact that participants scoring within a 
clinically depressed range were excluded from the study -  a sample exhibiting higher 
levels of depression may have yielded further information on how mood influences 
coping style.
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4.5 Limitations of This Study
A number of methodological issues in the present study require consideration as part 
of an evaluation of its findings. Firstly, the number of participants per group are low. 
Whilst the nonparametric statistics employed were appropriate to use with small 
numbers, these procedures are recognised as being less powerful than parametric 
statistics. Therefore, the likelihood of making Type H errors and assuming a false 
negative result was high. Consequently, many associations between variables may 
have been missed, whilst others that were demonstrated may have been statistical 
artefacts. Future research is required with larger sample sizes.
Secondly, responses to the "Ways of Coping Scale" were in relation to a stressful 
encounter which was described by individual participants. Although it was thought 
that measuring coping within naturally occurring encounters, rather than artificial 
ones presented by the investigator, would provide more ecologically valid responses, 
the individual problems described were not controlled for severity. Therefore, it is 
possible that coping may have differed as a function of the nature of the particular 
problems. However, the highly significant differences found between the three 
groups in coping style render this unlikely to have accounted for more than a small 
proportion of the variance.
Thirdly, due to the small sample size, it was not possible to adequately match 
participants on socio-demographic factors such as family functioning, educational 
achievement and financial status. The effect of family dysfunction on suicidal 
behaviour is well-documented (Asarnow et al, 1987; Allberg & Chu, 1990; Garfmkel, 
Froese & Hood, 1982; Levin & Schonberg, 1987) and has also been found to impact 
on coping behaviour (Hawton et al, 1982; Withers & Kaplan, 1987). Educational and 
economic factors may have implications for the coping resources available to an 
individual, as well as for their capacity to manage and tolerate stress, ability to make 
reasoned and logical appraisals of a situation and overall mood state. Therefore, it 
would appear important for future research to control for these factors.
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Finally, the present study only examined coping style amongst female parasuicides. 
Whilst this was felt to be necessary in order to accurately define and measure the 
coping process in this group of suicide attempters, it is acknowledged that any 
findings are therefore limited, only applying to female adolescents.
4.6 Conclusions and Clinical Implications
The findings of the present study allow adolescent parasuicides to be identified as a 
distinct group from "healthy" school controls and outpatient clinic controls in terms of 
the coping style they endorse. Escape-avoidance clearly emerged as the dominant 
form of coping for female adolescent suicide attempters. However, it was not 
demonstrated that more adaptive, problem-focused coping was absent or impaired. 
Therefore, in terms of service provision, an adolescent expressing suicidal ideation or 
behaviour could usefully be helped to identify functional aspects of their coping 
repertoire, such as problem-solving, and explore how other behaviours, such as 
avoidance and social isolation, may be disrupting the successful accomplishment of 
these.
Some overlap was noted between the parasuicide group and the clinic controls in 
terms of their coping styles, levels of depression and aspects of their appraisal 
processes. This raises questions as to why one group culminates their coping efforts 
in a suicide attempt and one does not. It is possible that the clinic controls manage to 
present themselves to services before this extreme measure is taken, whilst the use of 
escape-avoidance coping by the parasuicide group may mean that their problems and 
distress go unnoticed and help is not offered. Alternatively, the difference may lie in 
the coping style itself. As previously discussed, parasuicide may actually constitute 
part of the behavioural repertoire of escape-avoidance coping and therefore be a 
consequence of this coping style. A further differentiating variable between these two 
groups was external locus of control. Although no association was found between 
locus of control and coping, it may be that the small sample size prevented this from
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emerging. It is likely that a higher external locus of control would be an important 
mediating variable in the coping process, influencing both the appraisal of a situation 
and the choice of coping behaviour. However, further research is necessary to support 
this hypothesis.
Returning to the similarities between the parasuicides and clinic controls, the greater 
frequency of personal threat appraisals and judgements that situations were 
unchangeable made by these two groups may be related to their higher ratings of 
depression. Again, such a relationship may be more effectively elucidated with larger 
sample sizes. In addition, the interaction of depression, hopelessness and life stress 
could be important to further explore.
An interesting finding of the present study was that there were no differences in 
number and severity of hassles between the parasuicide and school control groups, but 
that the clinic controls scored significantly higher on both of these variables. This 
would appear to suggest that life stress is not a critical factor in causing an individual 
to attempt suicide. It is possible, however, that the suicide attempters in this study 
possessed a low suicidal intent and that higher intent may be associated with increased 
levels of life stress. This requires further investigation.
In summary, coping style has been shown to distinguish female adolescent 
parasuicides from two other groups of adolescents. High external locus of control has 
also been shown to be a feature of parasuicide, although its relationship with coping 
requires further clarification. Both escape-avoidance coping and external locus of 
control could be useful aspects to focus on in the treatment and prevention of 
parasuicide. In terms of the model proposed in the introduction to this study, it has 
not been possible to accurately clarify the mediating variables operating within the 
coping process, or those specific to parasuicide. However, it has been possible to 
ascertain that life stress is not a critical factor determining suicidal behaviour, at least 
when intent is low, and that escape-avoidance coping may be more likely to lead to
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endorsement of suicidal behaviour as an option. Further research is necessary to 
explore the impact of depression, hopelessness and locus of control on coping 
processes and to establish how these factors may contribute to translate cognitive 
appraisal and coping style into a suicidal act.
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APPENDIX 1: 
CHILDREN’S DEPRESSION INVENTORY 
(KOVACS & BECK. 19771
Young people sometimes have different feelings and ideas.
This form lists the feelings and ideas in groups. From each group, pick one sentence 
that describes you best for the past two weeks. After you pick a sentence from the 
first group, go on to the next group.
There is no right answer or wrong answer, just pick the sentence that best describes
the way you have been recently. Put a mark like this X next to your answer. Put the 
mark in the box next to the sentence that you pick.
Here is an example of how this form works. Try it, put a mark next to the sentence 
that describes you best.
Example:
0  I read books all the time
0  I read books once in a while
0  I never read books
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Remember, pick out the sentences that describe your feelings and ideas in the past two
weeks.
1. □ I am sad once in a while
0 I am sad many times
0 I am sad all the time
2. 0 Nothing will ever work out for me
0 I am not sure if things will work out for me
0 Things will work out for me OK
3. 0 I do most things OK
0 I do many things wrong
0 I do everything wrong
4. 0 I have fun in many things
0 I have fun in some things
0 Nothing is fun at all
5. 0 I am bad all the time
□ I am bad many times
0 I am bad once in a while
6. 0 I think about bad things happening to me once in a while
□ I worry that bad things will happen to me
□ I am sure that terrible things will happen to me
7. 0 I hate myself
□ I do not like myself
0 I like myself
8. □ All bad things are my fault
0 Many bad things are my fault
0 Bad things are not usually my fault
9. □ I do not think about killing myself
0 I think about killing myself but I would not do it
0 I want to kill myself
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10. 0  I feel like crying everyday 
0  I feel like crying many days
0  I feel like crying once in a while
11. D Things bother me all the time 
0  Things bother me many times
U Things bother me once in a while
12.0
0
0
13.0 
0  
0
14.0 
0  
0
15.0 
0  
0
16.0 
0  
0
17.0
0
0
like being with people
do not like being with people many times
do not want to be with people at all
cannot make up my mind about things 
t is hard to make up my mind about things 
make up my mind about things easily
look OK
here are some bad things about my looks 
look ugly
have to push myself all the time to do my schoolwork 
have to push myself many times to do my schoolwork 
Doing schoolwork is not a big problem
have trouble sleeping every night 
have trouble sleeping many nights, 
sleep pretty well
am tired once in a while 
am tired many days 
am tired all the time
18. D Most days I do not feel like eating 
0  Many days I do not feel like eating 
0  I eat pretty well
226
APPENDIX 1 (CONTINUED)
19. D I do not worry about aches and pains
G I worry about aches and pains many times 
0  I worry about aches and pains all the time
20. D I do not feel alone
0  I feel alone many times 
û  I feel alone all the time
21. 0  I never have fun at school
û  I have fun at school only once in a while 
D I have fim at school many times
22. D I have plenty of friends
û  I have some friends, but I wish I had more 
D I do not have any friends
23. D My school work is all right
Û My school work is not as good as before 
û  I do very badly in subjects I used to be good in
24. D I can never be as good as other young people
û  I can be as good as other young people if I want to 
û  I am just as good as other young people
25. D Nobody really loves me
D I am not sure if anybody loves me 
û  I am sure that somebody loves me
26. G I usually do what I am told
û  I do not do what I am told most times 
û  I never do what I am told
27. 0  I get along with people
D I get into fights many times 
û  I get into fights all the time
THE END -  THANK YOU FOR FILLING OUT THIS FORM
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APPENDIX 2: 
THE DAILY HASSLES SCALE
(KANNER ET AL. 198D
Hassles are irritants that can range from minor annoyances to fairly major pressures, 
problems or difficulties. They can occur few or many times.
Listed in the following pages are a number of ways in which a person can feel 
hassled. First, circle the hassles that have happened to you in the past month. Then 
look at the numbers on the right of the items you have circled. Indicate by circling a 
1,2 or 3 how SEVERE each of the circled hassles has been for you in the past month. 
If a hassle did not occur for you in the last month, do NOT circle it.
HASSLES
1. Misplacing or losing things
2. Troublesome neighbours
3. Social obligations
4. Inconsiderate smokers
5. Troubling thoughts about your future
6. Thoughts about death
7. Health of a family member
8. Not enough money for clothing
9. Concerns about owing money
10. Someone owes you money
11. Smoking too much
12. Use of alcohol
13. Personal use of drugs
14. Too many responsibilities
15. Non-family members living in your home
16. Care for pet
17. Planning meals
18. Concerned about the meaning of life
19. Trouble relaxing
SEVERITY
1 = Somewhat severe
2 = Moderately severe
3 = Extremely severe
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
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20. Trouble making decisions
21. Problems getting along with school friends
22. Don’t like current school work
23. Don’t like school friends
24. Too many interruptions
25. Unexpected company
26. Too much time on hands
27. Having to wait
28. Concerns about accidents
29. Being lonely
30. Fear of confrontation
31. Silly practical mistakes
32. Inability to express yourself
33. Physical illness
34. Side effects of medication
35. Concerns about medical treatment
36. Physical appearance
37. Fear of rejection
38. Concerns about health in general
39. Not seeing enough people
40. Friends or relatives too far away
41. Preparing meals
42. Wasting time
43. Filling out forms
44. Declining physical abilities
45. Being taken advantage of
46. Concerns about bodily functions
47. Rising prices of common goods
SEVERITY
1 = Somewhat severe
2 = Moderately severe
3 = Extremely severe
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2  3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
APPENDIX 2 (CONTINUED)
SEVERITY
1 = Somewhat severe
2 = Moderately severe
3 = Extremely severe
48. Not getting enough rest 1 2 3
49. Not getting enough sleep 1 2 3
50. Problems with your boyfriend or girlfriend 1 2 3
51. Difficulties seeing or hearing 1 2 3
52. Overloaded with family responsibilities 1 2 3
53. Too many things to do 1 2 3
54. Unchallenging school work 1 2 3
55. Concerns about meeting high standards 1 2 3
56. Financial dealings with friends or acquaintances 1 2 3
57. Trouble with reading, writing or spelling abilities 1 2 3
58. Problems with parents’ divorce or separation 1 2 3
59. Trouble with arithmetic skills 1 2 3
60. Gossip 1 2 3
61. Concerns about weight 1 2 3
62. Not enough time to do the things you need to do 1 2 3
63. Television 1 2 3
64. Not enough personal energy 1 2 3
65. Concerns about inner conflicts 1 2 3
66. Feel conflicted over what to do 1 2 3
67. Regrets over past decisions 1 2 3
68. Menstrual (period) problems 1 2 3
69. The weather 1 2 3
70. Nightmares 1 2 3
71. Concerns about getting ahead 1 2 3
72. Hassles from teacher 1 2 3
73. Difficulties with friends 1
74. Not enough time for family
2 3
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SEVERITY
1 = Somewhat severe
2 = Moderately severe
3 = Extremely severe
75. Transportation problems 1 2  3
76. Not enough money for transportation 1 2  3
77. Not enough money for entertainment 1 2  3
78. Shopping 1 2  3
79. Prejudice and discrimination from others 1 2  3
80. Not enough time for entertainment 1 2 3
81. Concerns about news events 1 2  3
82. Noise 1 2 3
83. Crime 1 2  3
84. Traffic 1 2 3
85. Pollution 1 2  3
HAVE WE MISSED ANY OF YOUR HASSLES? IF SO, WRITE THEM IN 
BELOW:
8 6...................................................................... 1 2 3
8 7...................................................................... 1 2 3
ONE MORE THING. HAS THERE BEEN A CHANGE IN YOUR LIFE THAT 
AFFECTED HOW YOU ANSWERED THIS SCALE? IF SO, TELL US WHAT IT 
WAS:.....................................................................  .....................................................
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LOCUS OF CONTROL SCALE FOR CHILDREN 
(NOWICKI, 19731
We are trying to find out what young people think about certain things. We want you 
to answer the following questions about the way you feel. There are no right or 
wrong answers. Don’t take too much time answering any one question, but do try to 
answer them all. One of your concerns during the test may be "What should I do if I 
can answer both yes and no to a question?”. It is not unusual for that to happen. If it 
does, think about whether your answer is just a little more one way than the other.
For example, if you would assign 51 per cent to ‘yes’ and 49 per cent to ‘no’, mark 
the answer ‘yes’. Try to pick one or the other response for each of the questions and 
do not leave any blanks. Tick yes or no next to each item. Thank you.
1. Do you believe that most problems will solve YES NO
themselves if you just leave them?
2. Do you believe that you can stop yourself from YES NO
catching a cold?
3. Are some people just bom lucky? YES NO
4. Most of the time, do you feel that getting good YES NO
marks at school means a great deal to you?
5. Are you often blamed for things that aren’t your fault? YES NO
6. Do you believe that if somebody studies hard enough YES NO
he or she can pass any subject?
7. Do you feel that most of the time it doesn’t pay to try YES NO
hard because things never turn out right anyway?
8. Do you feel that if things start out well in the morning YES NO
it is going to be a good day no matter what you do?
9. Do you feel that most of the time parents listen to YES NO
what their children have to say?
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10. Do you believe that wishing can make good things y e s  
happen?
11. When you get punished, does it usually seem it y e s
is for no reason at all? -------
12. Most of the time, do you find it hard to change YES 
a friend’s (mind) opinion?
13 .Do you feel that cheering, more than luck, helps a YES
team to win?
14. Do you feel that it is nearly impossible to change YES 
your parents’ minds about anything?
15. Do you believe that your parents should allow you YES 
to make most of your own decisions?
16. Do you feel that when you do something wrong, there YES 
is very little you can do to make it right?
17. Do you believe that most people are just bom good YES 
at sports?
18. Are most of the other people your age stronger than YES 
you are?
19. Do you feel that one of the best ways to handle most YES 
problems is just not to think about them?
20. Do you feel you have a lot of choice in deciding who YES 
your friends are?
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
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21. If you find a four-leaf clover, do you believe that YES NO
it might bring you good luck?
22. Do you often feel that whether you do your homework YES NO
has much to do with what kind of marks you get?
23. Do you feel that when someone your age decides to YES NO
hit you, there is little you can do to stop him or her?
24. Have you ever had a good luck charm? YES NO
25. Do you believe that whether or not people like you YES NO
depends on how you behave?
26. Will your parents usually help you if you ask them to? YES NO
27. Have you felt that when people were mean to you it YES NO
was usually for no reason at all?
28. Most of the time, do you feel that you can change YES NO
what might happen tomorrow by what you do today?
29. Do you believe that when bad things are going to YES NO
happen, they are going to happen no matter what 
you try to do to stop them?
30. Do you think that people can get their own way if YES NO
they just keep trying?
31. Most of the time, do you find it useless to try to get YES NO
your own way at home?
APPENDIX 3 (CONTINUED)
32. Do you feel that when good things happen, they yes 
happen because of hard work?
33. Do you feel that when somebody your age wants to y e s  
be your enemy there is little that you can do to
change matters?
34. Do you feel that it is easy to get friends to do what yes 
you want them to do?
35. Do you usually feel that you have little to say about yes 
what you eat at home?
36. Do you feel that when someone doesn’t like you yes 
there is little you can do about it?
37. Do you usually feel that it is almost useless to try in y e s  
school because most other children are cleverer?
NO
NO
NO
NO
NO
NO
38. Are you the kind of person who believes that planning y e s  
Ahead makes things turn out better?
39. Most of the time, do you feel that you have little to y e s  
say about what your family decides to do?
NO
NO
40. Do you feel it is better to be clever than to be lucky? YES NO
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APPENDIX 4: 
COPING QUESTIONNAIRE 
LAZARUS & FOLKMAN. 19X6
Please think of the most stressful thing that has happened to you in the last month. 
This may be something like having an argument with a friend or member of your 
family or getting into trouble at school. Please describe this stressful event, including 
what had led up to it, what happened, what it was about, who was involved and what 
happened afterwards.
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33. Tried 
to 
make myself feel better by 
eating, drinking, sm
oking 
Using 
drugs or m
edication, etc.
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APPENDIX 6 : 
FACTOR LOADINGS FOR ITEMS IN THE EIGHT COPING 
SCAT .ES OF THE "WAVS OF COPING" QUESTIONNAIRE 
(FOI .KMAN ET AL. 1986).
SCALE FACTOR LOADING
Scale 1: Confrontive Coping (a = .70)
46. Stood my ground and fought for what I wanted .70
7. Tried to get the person responsible to change ,62
his or her mind.
17.1 expressed anger to the person(s) who caused the .61
problem.
28. I let my feelings out somehow. .58
34. Took a big chance or did something very risky. .32
6. I did something which I didn’t think would work, .30
but at least I was doing something.
Scale 2: Distancing {a = .61)
.5544. Made light of the situation, refused to get too 
serious about it.
13. Went on as if nothing had happened. .54
41. Didn’t let it get to me; refused to think about it 
too much.
.50
21. Tried to forget the whole thing. .49
15. Looked for the silver lining, so to speak; 
tried to look on the bright side of things.
.34
12. Went along with fate; sometimes I just have bad 
luck.
.25
Scale 3: Self-Controlling (a = .70)
.5514. I tried to keep my feelings to myself
43. Kept others from knowing how bad things were. .46
10. Tried not to bum my bridges, but leave things 
open somewhat.
.40
35. I tried not to act too hastily or follow my first 
hunch.
.40
54. I tried to keep my feelings from interfering with 
other things too much.
.37
62. I went over in my mind what I would say or do. .37
63. I thought about how a person I admire would 
handle the situation and used that as a model.
.28
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s r Al.1T, FACTOR LOADING
Scale 4: Seeking Social Support (« — .76)
8. Talked to someone to find out more about the .73 
situation.
31. Talked to someone who could do something .68
concrete about the problem.
42. I asked a relative or friend I respected for advice. .58
45. Talked to someone about how I was feeling. .57
18. Accepted sympathy and understanding from .56
someone.
22. I got professional help. -45
Scale 5: Accepting Responsibility (a = .66)
9. Criticised or lectured myself. .71
29. Realised I brought the problem on myself. .68
51. I made a promise to myself that things would .49
be different next time.
25. I  apologised or did something to make up. .39
Scale 6: Escape-Avoidance (a = .72)
58. Wished that the situation would go away or .66 
somehow be over with.
11. Hoped a miracle would happen. -55
59. Had fantasies about how things might turn out. . 54
33. Tried to make myself feel better by eating, .49
drinking, smoking, using drugs or medication, etc.
40. Avoided being with people in general. .46
50. Refused to believe that it had happened. .42
47. Took it out on other people. -40
16. Slept more than usual. 36
Scale 7: Planful Problem-Solving (a = .68)
49. I knew what had to be done, so I doubled my .71
efforts to make things work.
26. I  made a plan of action and followed it. 61
1. Just concentrated on what I had to do next -  the .45
next step.
39. Changed something so things would turn out .44
all right.
48. Drew on my past experiences; I was in a similar .40
position before.
52. Came up with a couple of different solutions to .38
the problem.
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SPAT F. FACTOR LOADING
Scale 8: Positive Reappraisal (a = .79)
23. Changed or grew as a person in a good way. .79
30. I came out of the experience better than when .67
I went in.
36. Found new faith. .64
38. Rediscovered what is important in life. .64
60. I prayed. .56
56. I changed something about myself. .55
20. I was inspired to do something creative. .43
248
- w  ^  ;■ ■
SOUTH WEST SURREY LOCAL RESEARCH ETHICS COMMITTEE
Postgraduate Medical Centre,
The Royal Surrey County Hospital, Egerton Road,
Guildford, Surrey. GU2 5XX 
Tel: 01483 571122 ext. 4381 Fax: 01483 303691
—  -------------Chairman: Dr. J. W. Wright Secretary: Mrs. G. A. Russell
22nd April 1998 "    — --------— ---- — -------------
Gur Ref: EC 19/98
Ms. L. Tantam
Psychologist in Clinical Training 
Dept, of Psychology 
University of Surrey
Dear Ms. Tantam,
tokVoverdoses'81'011 ^  COping and bchaviours of female adolescents who
I have attached a signed copy of the application form. Any resource implications and 
the^înanc^D ept^f the R o y a^S ^  k* d‘scussed w*tb ^ r- ^ Caffrey in
, l ,“  ° ”  , “ r fro m
Please inform the Committee of any adverse effects to the subjects which may be related to 
taking part in the study.
Pmally, the Committee requests that you provide a final report of your study or a copy of any 
published paper. j r j j
Yours sincerely,
■k
Dr. J. W. Wright 
Chairman, Ethics Committee
249
APPENDIX 8:
INFORMATION SHEET GIVEN TO PARTICIPANTS IN THE
PARASITICIDE GROUP
I would like to ask for your help in a research study I am conducting, which is looking 
at how young women who have taken overdoses cope with their problems and if there 
are any ways the health service can help with this.
Participation in this study will involve you filling in a few questionnaires, which will 
take about half an hour. All your answers to these questionnaires will be strictly 
confidential and will only be seen by myself. However, any things you say which 
might be important to your treatment here in the hospital and which may help the staff 
here to help and support you better, I will tell them about. In addition, your GP will 
be informed of your participation in this study and will also be notified if your 
responses indicate any cause for concern.
If you would like to participate in this study, please tell the member of staff who has 
given you this sheet and they will let me know.
You will be able to ask any questions about the study or about the questionnaires 
when I see you.
You are under no obligation to participate in this study, it is purely voluntary and 
refusing to take part will not affect any treatment or help you receive. You will also 
be free to withdraw from the study at any time.
Thank you for taking the time to read this at what must be a difficult time for you.
Signed by the person in charge of the project _  
LISA TANTAM
PSYCHOLOGIST IN CLINICAL TRAINING
The Local Research Ethics Committee has approved the above statement
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APPENDIX 9:
INFORMATION SHEET GIVEN TO PARTICIPANTS IN THE
STHOOT. CONTROL GROUP
I would like to ask for your help in a research study I am conducting, which is looking 
at how young women cope with problems and stress.
Participation in this study will involve you filling in a few questionnaires, which will 
take about half an hour. All your answers to these questionnaires will be strictly 
confidential and will only be seen by myself. Also, you will not have to put your 
names on the questionnaires, therefore all your answers will be anonymous.
If you would like to participate in this study, please fill in and sign the slip at the 
bottom and hand it in to me before filling in the questionnaires. When filling in the 
questionnaire, please read the questions carefully and try to be as honest as you can.
If you have any questions, please feel free to ask me.
Participation in this study is purely voluntary and you can withdraw at any time.
If you do not wish to fill in the questionnaires, please feel free to sit and read through 
them if you wish.
If you would like to discuss any worries or concerns you may be having, you will be 
able to speak to me individually at the end of this session.
Thank you for taking the time to read through this.
Signed by the person in charge of the project----------------- -------------------------------
LISA TANTAM
PSYCHOLOGIST IN CLINICAL TRAINING
The Local Research Ethics Committee has approved the above statement
j    (name) agree to participate in the
study described above. I understand that all my answers will be strictly confidential 
and anonymous.
Signed______ _ _________________ _ ______ Date.—----------------- ;—
THANK YOU FOR AGREEING TO TAKE PART IN THIS STUDY.
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APPENDIX 10:
INFORMATION SHEET GIVEN TO PARTICIPANTS IN THE
r i  JN ir CONTROL GROUP
I would like to ask for your help in a research study I am conducting, which is looking 
at how young women cope with their problems and if there are any ways the health 
service can help with this.
Participation in this study will involve you filling in a few questionnaires, which will 
take about half an hour. All your answers to these questionnaires will be strictly 
confidential and will only seen by myself. However, any things you say which might 
be important to your treatment here in the clinic and which may help the staff here to 
help and support you better, I will tell them about. In addition, your GP will be 
informed of your participation in this study and will also be notified if any of your 
responses give cause for concern.
If you would like to participate in this study, please tell the person who has given you 
this sheet and they will let me know. I will then arrange a time to meet with you to 
give you the questionnaires.
You will be able to ask any questions about the study or about the questionnaires 
when I see you.
You are under no obligation to participate in this study, it is purely voluntary and 
refusing to take part will not affect any treatment or help you receive. You will also 
be free to withdraw from the study at any time.
Thank you for taking the time to read this.
Signed by the person in charge of the project______________________
LISA TANTAM
PSYCHOLOGIST IN CLINICAL TRAINING
The Local Research Ethics Committee has approved the above statement.
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APPENDIX 11;
CONSENT FORM
I __________________________________  (name) have read the
Information Sheet provided and agree to take part in the study it describes.
Signed Date:
APPENDIX 12:
DEMOGRAPHIC INFORMATION FORM
Please could you provide the following details:
Your Age:______________________________ _
The name of your school:__ ___________ _________________
Your school year:_________________ _____________
The name of your GP (if known):_________________ _____________ _
How many people live in your house:________ ____________________
Which of the following people do you live with (please circle):
Mother Father Brother Sister
(how many?) (how many)
Step-mother Step-father Step-brother(s) Step-sister(s)
(how many?) (how many?)
Grandmother Grandfather Uncle Aunt
Cousin(s) 
(how many?)
Friend(s) 
(how many?)
Other: (please state)
What is your father’s occupation?
What is your mother’s occupation?_________
How many GCSEs are you going to be taking?
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APPENDIX 13: 
COPY OF LETTER SENT TO LOCAL SCHOOLS
Headmaster 
Dear Mr
I am currently conducting a research study investigating how young women cope 
with and manage problems and stress. The title of this study is: An Investigation into 
the Coping Style of Female Adolescents Who Take Overdoses.
I would like to ask your permission to visit Guildford County school and speak to 
some of your female pupils who are aged between 14 and 16, perhaps in one of their 
Personal and Social Education classes, and ask them to complete some questionnaires. 
This will enable me to compare the responses of healthy young women with those of 
girls who have taken overdoses.
Their participation in this study would be entirely voluntary and they would be asked 
to give written consent. An information sheet will also be provided to all pupils, a 
copy of which I enclose.
Individual responses will be strictly confidential and anonymous.
As the questionnaires deal with fairly sensitive issues (i.e. stressful life events and 
problems), all pupils who participate will have the opportunity to discuss any worries 
or concerns they have with me privately if they wish. In addition, a leaflet will be 
provided which gives advice and contact telephone numbers, a copy of which I 
enclose.
This research study has been approved by the Local Research Ethics Committee
In addition to carrying out this study, I would also like to give a presentation on a 
topic which may be of interest or value to your pupils, in order to raise awareness of 
some of the issues which face young people, for example:
■ Bullying
■ Problems experienced by young people and how they can cope with them.
■ Career information
I would of course discuss the topic with you first. I would like to make clear that my 
offer of giving a presentation is independent of my request to undertake the study, that 
is, I would be happy to do this whether you consented to the study or not.
If you are agreeable to my visiting your school, or if you have any questions, please 
do not hesitate to contact me by letter or telephone.
I look forward to hearing from you.
Yours sincerely
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APPENDIX 14:
COPY OF LETTER SENT TO GPs
Dear D r____________________
I am writing to inform you that your patient_____________   has recently
participated in a research study I am conducting.
This study is investigating how  young wom en cope with and manage problems and 
stressful events and involved the completion o f  several standardised Questionnaires.
Participation in the study was purely voluntary and written consent was obtained. 
Individual responses are confidential, however I will inform you of any findings 
which may be relevant to your patients’ care.
If you have any questions concerning the nature of this study or your patient’s 
participation, please do not hesitate to contact me on the above number.
Yours sincerely
LISA TANTAM 
Psychologist in Clinical Training.
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APPENDIX 15: 
SUMMARY OF DEMOGRAPHIC INFORMATION OBTAINED 
FROM EACH GROUP.
1. Parasuicide Group
• 9 girls (60%) lived with both natural parents.
• 4 girls (27%) lived with one natural parent and one step-parent.
• 2 girls (13%) lived with just their natural father or mother.
• All attended local schools.
• Mean number of people they lived with was 4
• 8 girls (53%) reported that both parents were working
• 3 girls (20%) reported that just their father was employed.
• 2 girls (13%) reported that just their mother was employed.
• 2 girls (13%) reported that neither parent was working.
• Mean number of GCSEs being taken was 9.
2. School Control Group
• 7 girls (47%) lived with both natural parents
• 3 girls (20%) lived with one natural parent and one step-parent
• 5 girls (33%) lived with just their natural father or mother.
• All attended the same local school
• Mean number of people they lived with was 5.
• 7 girls (47%) reported that both parents were working
• 4 girls (27%) reported that just their father was employed
• 3 girls (20%) reported that just their mother was employed
• 1 girl (7%) reported that neither parent was working
• Mean number of GCSEs being taken was 9
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Appendix 15 (Continued)
3. Clinic Control Group
• 4 girls (27%) lived with both natural parents.
• 3 girls (20%) lived with one natural parent and one step-parent
• 7 girls (47%) lived with just their natural mother or father.
• 1 girl (7%) lived with foster parents
• All attended local schools.
• Mean number of people they lived with was 6
• 6 girls (40%) reported that both parents were working
• 1 girl (7%) reported that just her father was employed.
• 5 girls (33%) reported that just their mother was employed.
• 3 girls (20%) reported that neither parent worked.
• Mean number of GCSEs being taken was 7.
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Appendix 16:
Letter Confirming Research was Fed Back Into the Service rSurrey 
Hampshire 
Borders
E Z Z a  Trust 
Buryfields Clinic
Child & Family Consultation Service GuHdford ^
Direct Line: 01483 783330 Fax: 01483 783332 Surrey GU2 5AZ
Our Ref: OHW/rw -----------------------
Tel: 01483 782000
26th July 1999 Fax: 01483 783399
Dear Lisa,
Re: “An Investigation into the Coping Style of Female Adolescents who 
takes overdoses”
Thank you very much for the copy of your most interesting research project.
I have circulated to all the team members who are very grateful for the 
detailed feedback of the results of bef your research with us.
&
Yours sincerely
Dr Olwen H M Wilson
Consultant Clinical Child Psychologist
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LARGE-SCALE RESEARCH
"An Investigation into the Influence of Illness Representations and 
Coping Style on Psychological Adjustment 
Amongst Diabetes Sufferers”
Research Supervisor: Mary John 
Field Supervisor: Chas Skinner
July 1999 
Year III
ABSTRACT
The present study aimed to investigate the relative influence o f illness representations 
and coping style in determining the psychological adjustment o f individuals with
qfâWwass cqpmg (W  ^
been applied to the study o f chronic illness, including diabetes, with encouraging 
findings. Within this framework, a cross-sectional survey design was adopted to
outpatients with diabetes and the impact o f these variables upon psychological 
adjustment. Previously developed measures o f illness representations, specific to 
daW es were wü/tdae qfCqpmg'' <%f
and coping each explained significant additional variance on measures o f 
psychological adjustment after the effects o f demographic and illness related 
variables had been controlled for. Participants presenting with adjustment
moremfwdbMce z//m&ss
as more threatening and as having a greater impact. The results are discussed in 
terms o f the self-regulation paradigm and the possible insight this offers into the 
adaptation o f diabetes sufferers. Implications for clinical interventions are 
considered, along with directions for future research.
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AN INVESTIGATION INTO THE INFLUENCE OF ILLNESS 
REPRESENTATIONS AND COPING STYLE ON 
PSYCHOLOGICAL ADJUSTMENT AMONGST DIABETES 
SUFFERERS 
1. INTRODUCTION
Adjustment to diabetes mellitus has often been examined in terms of compliance to 
treatment regimens and metabolic outcome, i.e. maintaining an optimal blood glucose 
level (e.g. Schafer, Glasgow, McGaul & Dreher, 1983; Kavanagh, Gooley & Wilson,
1993). Whilst medical morbidity is an important factor in assessing the progress of a 
chronic illness such as diabetes, focusing on medical aspects in isolation provides a 
limited understanding of the impact of the disease upon an individual’s quality of life. 
Consequently, a wider definition of adjustment to diabetes has been developed, 
encompassing psychological and social factors, as well as physiological parameters. 
This is consistent with the World Health Organisation’s conception of health related 
quality of life, which is a multidimensional construct comprising at least three core 
domains: physical, social and psychological well-being (e.g. Meeberg, 1993; Sullivan, 
1992; Ware, 1987). The recognition of the influence of psychosocial factors on 
adjustment to diabetes has led to the formulation of integrated multifactorial models 
which hypothesise the existence of relationships between biomedical and cognitive 
behavioural variables (e.g. Peyrot & McMurry, 1985). Principal components of these 
conceptual approaches include individual coping style, beliefs about the illness, 
perceptions of illness controllability, self-efficacy and resources such as social 
support. The effect of these psychosocial factors has been postulated to include an 
influence upon an individual’s psychological adaptation to their illness, which in turn, 
has a direct effect on compliance with treatment regimens and self-management. 
Clearly, an increased understanding of the factors which contribute to adjustment and 
illness outcomes has direct implications for the design of interventions aimed at 
facilitating adaptation to chronic illness.
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The present study aimed to further explore the nature of the interaction between 
cognitive behavioural variables and psychological adjustment to diabetes amongst 
adults. Following a brief outline of the nature of diabetes, the concept of 
psychological adjustment will be addressed and an attempt made to identify the 
features which constitute poor adaptation and how these relate to the course and 
outcome of diabetes. Furthermore, the difficulties in establishing a valid definition of 
successful psychological adjustment will be considered. Inherent to models of 
psychological adjustment in the research literature is the role of coping style. 
Following an outline of Lazarus and Folkmans’ (1984) Stress and Coping paradigm, a 
review of the evidence pertaining to the effects of coping upon adaptation will be 
provided. In addition, the research relating to perceived illness controllability will be 
evaluated, with particular reference to its influence on choice of coping style and 
psychological adjustment. Finally, theories of illness representations and personal 
models of diabetes will be introduced, including an outline of Leventhal’s model of 
self-regulation during illness episodes and a description of the principal characteristics 
of the illness representations inherent to it. Subsequently, hypotheses to be addressed 
in the present study will be presented within the context of a model integrating the 
above variables and seeking to determine their role in predicting psychological 
adjustment to diabetes.
1.1 DIABETES
Diabetes mellitus is a relatively common chronic illness, diagnosed in approximately 
3% of the adult population of the U.K. (British Diabetic Association, 1995). It is 
characterised by a defect in insulin secretion or action. Insulin acts to make cell 
membranes permeable to glucose -  a process essential for normal metabolism. In 
diabetes, glucose cannot readily be used by the cells of the body due to a lack of 
insulin and therefore accumulates in the bloodstream. As the cells cannot metabolise 
glucose, they instead metabolise glycogen, fat and protein, depleting the body’s 
energy reserves. If unchecked, this process results in fatigue, weight loss and 
dehydration, leading to coma and ultimately death. Even with treatment, moderately 
elevated blood glucose levels over a long period may eventually result in the
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appearance of diabetes complications: retinopathy, nephropathy, neuropathy and 
accelerated cardiovascular disease.
Two types of diabetes are commonly recognised: insulin-dependent diabetes (also 
known as Type I) and non-insulin-dependent diabetes (also known as Type II). In 
insulin-dependent diabetes (IDDM), the beta, or insulin producing cells, of the 
pancreas are destroyed, resulting in the secretion of inadequate or non-existent insulin. 
Treatment consists of the replacement of insulin through daily injections, combined 
with the management of diet and exercise and the regular testing of blood glucose 
levels. In contrast, in non-insulin-dependent diabetes (NIDDM), which is far more 
prevalent, accounting for 75-90% of all diabetes (British Diabetic Association, 1995), 
significant beta cell function is retained. However, high somatic resistance to insulin, 
often exacerbated by obesity, puts increased demands on the insulin-secretory 
capacity, resulting in an inability to produce sufficient insulin to meet these demands. 
In these cases, management primarily comprises diet and exercise, although some 
patients require additional insulin.
1.2 PSYCHOLOGICAL ADJUSTMENT TO DIABETES
An individual’s adaptation to a chronic illness has frequently been characterised 
according to objective criteria. In diabetes, such objective health parameters have 
generally consisted of normalised metabolic control and freedom from disease 
complications. Whilst clearly important, these features of well-being do not account 
for all the aspects constituting adaptation to a chronic illness and subsequent quality 
of life. Therefore, research is increasingly focusing on more subjective, psychological 
qualities of adjustment. Although there is little consensus in the literature as to what 
actually constitutes psychological adjustment to diabetes, various factors relating to 
emotional and behavioural well being have been addressed. Adaptation to chronic 
illness was defined by Feldman (1974) as:
“coming to terms with the reality of the illness as a state of being, discarding 
false hope and destructive hopelessness and restructuring the environment in 
which one now functions.”
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This description elicits notions of acceptance of the illness and the modification of 
expectations and behaviour in order to function within its limits. However, when 
considering the nature of adaptation to a chronic illness such as diabetes, it is the 
impact of adjustment to this “state of being” which may well determine the success or 
failure of the process. That is, the emotional and behavioural adjustments necessary 
to maintaining optimal physical health, may well have adverse effects on 
psychological well being, in that they may involve significant changes in life-style. 
The demands of adherence to treatment regimens may result in restricted physical 
activity, inability to fulfil role obligations, unpredictable or uncontrollable symptoms 
and the disruption of relationships and activities (Connell, Davis, Gallant & Sharpe,
1994). Furthermore, these behavioural changes may have a significant impact upon 
life satisfaction, self-esteem and morale as well as eliciting feelings of dependency, 
guilt, depression and fear of complications (Lundman, Asplund & Norberg, 1990). 
Temulf Nyhlin (1991) stated that:
“a major problem for people with diabetes mellitus is to manage their self-care 
satisfactorily while living a normal life.”
Complicating this process is the uncertain nature of diabetes, which requires 
continuous adjustment and response patterns if complications are to be avoided. 
Factors inherent in psychological adjustment to diabetes will now be reviewed.
1.2.1 Elements of Psychological Adjustment to Diabetes
Depression
The prevalence of clinically significant depression amongst individuals with diabetes
has been found to be higher than amongst comparison samples of well adults (Connell
et al., 1994), with a composite estimate from 11 studies of approximately 17.9% of
diabetes sufferers being cited (Dustman, Griffith, Gavard & Clouse, 1992). In
addition, diabetic individuals have been found to exhibit depressive symptoms at the
higher end of the continuum of severity, in comparison to other chronic illnesses
(Weyerer, Hewer, Pfeifer, Kurda & Billing, 1989; Fris & Nanjundappa, 1986).
However, the reliability of a diagnosis of depression coexisting with chronic illness
has been questioned, as many of the criterion symptoms of depression are also
symptoms of the illness itself (Dustman, Amado & Wetzel, 1983). In diabetes, such
symptoms may include weight loss, fatigue, hypersomnia, feeling slowed down and a
loss of interest in sex (e.g. Robins, Helzer, Croughan & Ratcliff, 1981). This issue
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was addressed in a study by Dustman, Harper, Griffith & Clouse (1986), which re­
examined the interview protocols of 114 diabetic patients who had received a 
psychiatric diagnosis. Dustman et al. found that of those diagnosed with depression, 
this diagnosis was still applicable for more than 90% of cases even after potentially 
confounding symptoms were excluded. However, the diagnoses of depression in this 
study had been established with the use of structured interviews and with reference to 
accepted psychiatric criteria, which may involve a more thorough and comprehensive 
assessment of depressive symptomatology than many of the measures and inventories 
employed to ascertain the existence of depression in other studies. Therefore, the 
possibility remains that depression may be confounded with symptoms of diabetes in 
some of the existing research.
In terms of the aetiology of depression amongst diabetes sufferers, the role of
psychosocial factors remains poorly understood. As previously discussed, the
demands imposed by treatment regimens have been found to produce considerable
subjective distress and often necessitate major changes in lifestyle (e.g. Dundman et
al., 1990), which may precipitate episodes of depression. Psychological theories of
depression incorporate locus of control, life stress, attributional style and self-efficacy
as contributing variables (e.g. Bandura, 1977; Seligman, 1974; Kanner & Feldman,
1981) and such paradigms have been applied to the incidence of depression in
diabetes. The learned helplessness model of depression advocated by Seligman
(1975) emphasises the role of behavioural passivity in inducing a sense of
helplessness. Individuals with diabetes may conclude that the regulation of blood
glucose levels is beyond their control, thus developing a defeatist attitude and the
belief that they are helpless and must surrender part of their autonomy to physicians
or to chance (Dustman, Amado & Wetzel, 1983). Behavioural models of depression
depict the degree of control exerted by people and events in the depressed person’s
environment. Dewinsohn (1975) proposed that a low rate of reinforcement from the
environment may contribute to depression, the implication being that depressed
persons engage in fewer pleasurable activities and perhaps lack the resources, such as
social skills, which would enable them to obtain a higher degree of reinforcement
from their environment. In diabetes, the lifestyle changes engendered by the
requirements of the illness may result in reduced environmental reinforcement and
ensuing depression, which may subsequently be exacerbated and maintained by an
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avoidant coping style and a lack of resources such as social support or communication 
skills.
According to Beck (1967), depression is characterised by distorted cognitions and a 
maladaptive thinking style, which yields a negative view of the self, the immediate 
surroundings and the future. An individual with diabetes may develop the belief that 
because they depend on insulin or certain other treatments (e.g. restricted diet), they 
will be regarded as helpless and pitiable. Subsequent attributions of others’ behaviour 
and self-evaluation may then be based around this cognition, resulting in increased 
negative affect.
Alternatively, organic factors have been implicated in the co-morbidity of depression 
and diabetes. Specifically, abnormalities in plasma cortisol have been found to be 
associated with features of both depression and diabetes (Geringer, 1990; Young, 
Haskett, Murphy-Weinberg, Watson & Akil, 1991). Other investigators have found 
evidence for the dysregulation of the hypothalamic-pituitary-adrenocortical axis, 
especially cortisol behaviour and insulin resistance, in both disorders (Cameron, 
Kronfol, Greden & Carroll, 1984). However, there is a lack of convincing data 
demonstrating that organic factors constitute the primary link between diabetes and 
depression.
As most studies, have focused exclusively on one type of diabetes, insulin dependent 
(IDDM) or non insulin dependent (NIDDM), a firm conclusion regarding whether 
depression is more common in either type cannot be made. The available evidence 
suggests that the prevalence of depression in IDDM sufferers is similar to that seen in 
NIDDM sufferers, despite important differences in the underlying pathophysiologies 
of the two illnesses (Lustman et al., 1992). In addition, differences in the treatment 
regimens involved in IDDM and NIDDM would suggest that the similar prevalence 
rates of depression reported for these two types of diabetes, may be related to 
perceptions and attributions of the illness, rather than to lifestyle, behavioural or 
specific organic factors.
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Further theories related to the incidence of depression amongst diabetic individuals 
proprose a predisposition to depression as being the most likely cause, referring to 
previous idiopathic history and familial tendencies (Lustman, Clouse, Carney & 
Griffith, 1987; Lustman, Griffith & Clouse, 1988). Such hypotheses would suggest 
the co-occurrence of two independent disorders, rather than any causal association. 
However, at present, the evidence supporting this view is insufficient to explain the 
high prevalence of depression amongst diabetic persons.
Self-Esteem
Measures of self-esteem have frequently been incorporated into indices of overall 
psychological adjustment to chronic illness (e.g. Kemp, Morley & Anderson, 1999; 
Felton, Revenson & Hinrichsen, 1984). However, this construct has generally been 
examined in terms of its relationship to other variables, such as coping, or as an 
outcome measure following education programmes (e.g. Rubin, Peyrot & Saudek, 
1989). Limited data is available pertaining to general levels of self-esteem amongst 
diabetes sufferers in comparison with the general population and studies which have 
explored this issue have tended to focus on children and adolescents. Such studies 
have revealed scant evidence for any differences between diabetic and non-diabetic 
children and adolescents on self-esteem measures, regardless of illness severity, level 
of compliance with treatment regimens and degree of metabolic control (e.g. Sullivan, 
1978; Kovacs, Iyengar, Goldston & Stewart, 1990). Nevertheless, it was found by 
Murphy, Thompson & Morris (1997) that IDDM adolescents exhibiting poor self­
esteem related to physical appearance were at greater risk for poor compliance as 
indicated by less frequent checking of blood sugar. However, overall levels of self­
esteem in this sample, including that of body image, were not significantly different to 
those in a control group of non-diabetic adolescents.
Amongst adults, low self-esteem has been found to be correlated with poor treatment 
compliance in one study (Amir, Rabin & Galatzer, 1990). However, these findings 
have yet to be replicated. In fact, Jacobson, Wolfsdorf, Anderson & Derby (1990) 
found no differences in self-esteem scores between diabetics in poor and good control 
(i.e. with well-regulated, normalised metabolic control and fewer disease 
complications). The lack of association between self-esteem and blood glucose levels
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has been supported by several other investigators (e.g. Aikens, Wallander, Bell & 
McNorton, 1994).
Low self-esteem has been related to depression, particularly amongst long-term 
sufferers of insulin-dependent diabetes (e.g. Stone, Bluhm & White, 1984), however 
the causal or temporal sequence of the relationship between these two variables 
remains unclear. Furthermore, it has been noted that some measures of self-esteem, 
such as the Coopersmith Self-Esteem Inventory, may be confounded by coexisting 
depressive symptoms (Lustman, Amado & Wetzel, 1983).
Associations have also been found between self-esteem and the coping style adopted 
by sufferers of four different chronic illnesses, including diabetes (Felton, Revenson 
& Hinrichsen, 1984). Specifically, Felton et al. (1984) found that avoidant and self- 
blaming coping strategies were related to lower self-esteem, whilst cognitive 
restructuring (characterised by attempts at positive reappraisal of stressful situations) 
was associated with increased levels of self-esteem, as measured by the Rosenberg 
Self-Esteem Questionnaire. This effect was equally significant for the diabetic 
participants as for those with other chronic illnesses (i.e. hypertension, cancer and 
rheumatoid arthritis).
Anxiety
Anxiety is also prevalent amongst individuals with diabetes and prevalence rate of 
generalised anxiety disorder in both IDDM and NIDDM has been found to be higher 
than that in the general population: 37.5% - 44.4% (Lustman et al., 1986). However, 
it has been suggested that these rates reflect reactive factors inherent to the illness 
(e.g. Popkin, Callies, Lentz, Colon & Sutherland, 1988). That is, the reported 
symptoms of anxiety generally manifest themselves as specific disease-related fears,
i.e. the fear of hypoglycaemia (Polonsky, Davis, Jacobson & Anderson, 1992), fear of 
disease complications (Zettler, Duran, Waadt, Herschbach & Strian, 1995; Lundman 
et al., 1990) and needle phobia (Popkin et al., 1988).
For diabetic persons, episodes of hypoglycaemia may cause unpleasant physical
symptoms and negative mood states and can lead to serious cognitive and/or motor
dysfunction, coma, or even death, particularly for sufferers of Type 1 diabetes
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(Polonsky et al., 1992). Similarly, complications of diabetes, most commonly 
retinopathy followed by neuropathy, significantly affect both life expectancy and 
quality of life (Zettler et al., 1995). Given the aversive nature of these aspects of 
diabetes, it has been suggested that the fear of such complications exhibited by a 
number of individuals is an inevitable response (Cox, Irvine, Gonder-Frederick, 
Nowacek & Butterfield, 1987). However, hypoglycaemic fear has been related to a 
complex constellation of factors. Polonsky et al. (1992) propounded that fear of 
hypoglycaemia was a facet of trait anxiety and associated with an environment 
characterised by chronic anxiety and fear, in combination with recurrent 
hypoglycaemia and a diminished capacity to distinguish between symptoms of 
anxiety and hypoglycaemic onset. However, the correlational design of this study 
excluded the possibility of any causal inferences and therefore any conclusions 
regarding an ‘anxious personality’ prone to fear of hypoglycaemia are 
unsubstantiated. An alternative interpretation may be that individuals willing to admit 
to hypoglycaemic fear were also more willing to admit to a range of fears and 
anxieties.
Fear of disease complications has been found to present major difficulties in adjusting
to diabetes, representing a significant source of stress (Wulsin, Jacobson & Rand,
1987). Whilst there is limited research exploring personality variables which may
contribute to fear of complications in diabetes, two factors have been found to modify
the relationship between such fear and well being: age and the duration of the disease.
Lundman et al. (1990) found that the younger the age of participants in their study and
the shorter the duration of the disease, the more worries were experienced about
complications and the less well being. Similar findings have been reported previously
when greater age has been associated with better adaptation and treatment compliance
(Dunn, Smatt, Beeney & Turtle, 1986) and a longer disease duration related to
enhanced emotional adjustment (Karllson, Holmes & Lang, 1988). However, both of
the above studies excluded individuals with complications such as retinopathy and
nephropathy, who may have represented the poorly adjusted section of older patients
As disease complications are more likely to appear with advancing age and as the
disease progresses, these findings would appear to be counterintuitive and may be
related to other variables, such as coping style or greater experience and expertise in
managing the disease. Lundman et al. (1990) reported that more problems were
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experienced by the younger participants in their study and also less well-being and 
they concluded from this that coping is acquired by trial and error. However, the 
problems reported were not specific to the participants’ diabetes and therefore may 
have reflected other circumstances, such as career and financial stressors which may 
not have applied to the older participants. Furthermore, this study also excluded 
individuals with disease complications and cannot therefore be considered as 
investigating a fully representative sample.
1.2.2 The Significance of Psychological Adjustment to Diabetes
As previously described, the focus of attention in diabetes management has tended to 
be metabolic regulation, although the potential relevance of psychological factors has 
received increasing recognition over the past ten years. A direct influence on 
metabolic control has been found for chronic stress (Peyrot & McMurry, 1992; Cox, 
Taylor, Nowacek, Holley-Wilcox, Pohl & Guthrow, 1984) and depression (Connell et 
al., 1994; Fris & Nanjundappa, 1986; Mazze, Lucido & Shamoon, 1984). The 
physiological effects of stress are well-documented. For example, several studies 
have demonstrated a suppression of immune function during periods of stress (e.g. 
Kiecolt-Glaser, Gamer, Speicher, Penne, Holliday & Glaser, 1984). The endocrine 
system has been implicated in the biological effects of stress, as it has been found that 
when faced with a stressor, the adrenal and pituitary glands release various hormones, 
including cortisol, epinephrine, norepinephrine, growth hormone, glucagon and 
insulin (e.g. Surwit, Scovem & Feinglos, 1982; Antoni, 1987). These same hormones 
have been shown to affect carbohydrate metabolism and blood glucose level (Pohl & 
Guthrow, 1984). Therefore it would appear likely that if stressors are experienced by 
diabetes sufferers, glucose levels may be disrupted and metabolic control 
compromised.
The elements of psychological adjustment previously discussed (depression, anxiety
and low self-esteem) may constitute the kind of chronic stress likely to have an impact
on glucose homeostasis (Lustman, Griffith, Gavard & Clouse, 1992). Alternatively, it
has been proposed that the illness itself represents a form of chronic stress sufficient
to produce such hormonal changes, due to its disruptive effects on lifestyle and
relationships (Lloyd, Matthews, Wing & Orchard, 1992) and to its specific
symptomatology (Lustman, Griffith, Clouse & Cryer, 1986). For example, it has been
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suggested that hyperglycaemia may elicit changes in cortisol activity which may 
precipitate mood changes and produce stress-like arousal, including increased plasma 
cortisol, glucagon and growth hormone (Lustman et al, 1992). However, there is a 
lack of convincing data to support this hypothesis, as the majority of studies have not 
included adequate control groups and have tended to focus on hospital inpatients with 
diabetes, who may have represented those with more serious and poorly controlled 
forms of the illness.
In addition to the physiological effects of psychological stress, depression and anxiety 
on metabolic control in diabetes, the behavioural sequelae of such factors also warrant 
consideration. It has been suggested that anxiety elicited by the fear of 
hypoglycaemia and disease complications may disrupt compliance with treatment 
regimens (Lundman et al., 1990; Irvine, Cox & Gonder-Frederick, 1992) and may 
promote behaviours leading to the maintenance of elevated blood glucose levels. A 
marked fear of complications can lead to patients dealing as little as possible with 
their diabetes, largely neglecting self-management and thus risking poor metabolic 
control (Zettler et al., 1995). Conversely, the coping response of other fearful 
individuals is to be overly involved with treatment in an attempt to maintain very 
rigorous control, leading to preoccupation and increased levels of anxiety, as well as 
a possible destabilisation of metabolism as countermeasures are hastily taken in 
response to even slight increases in blood glucose (Bendtson, 1993). Stress and 
depression have also been implicated in compliance with treatment regimens (e.g. 
Zettler, Duran, Waadt, Herschbach & Strian, 1995); although the precise nature of this 
relationship remains unclear. In relation to the psychological theories of depression 
previously discussed, it has been suggested that a “learned helplessness” behavioural 
style results in individuals not engaging in self-management and self-care practices, 
but instead waiting for others to intervene (Hamburg & Gale, 1983). Alternatively, 
cognitive distortions may operate to reduce the relevance of self-care behaviours to an 
individual. For example, if a person believes that they will inevitably develop 
diabetes complications and they have no control over this (catastrophisation), then 
they will not perceive the benefits of adhering to treatment regimens.
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It would appear, therefore, that a preponderance of evidence indicates an increased 
risk amongst diabetes sufferers for experiencing psychological conditions such as 
depression and anxiety and these factors are associated with the successful course of 
the illness, strongly influencing metabolic control. Due to the retrospective design of 
most studies investigating this relationship, it remains impossible to establish its 
causal direction, i.e. whether poor metabolic control and lack of compliance to 
treatment regimens are a consequence of poor psychological adjustment to diabetes or 
vice versa. Given the importance of good metabolic control in averting short-term 
crises which can develop into long-term complications, the formulation of a 
framework integrating psychosocial factors which may affect illness control would 
clearly be of great value. As it has been found that equal levels of treatment 
compliance do not necessarily produce equivalent levels of control (Peyrot & 
McMurry, 1984), the existence of several moderating and mediating variables have 
been proposed to operate within the relationship between adjustment to diabetes and 
metabolic regulation and these will now be considered.
1.3 Coping Style
Coping was defined by Lazarus & Folkman (1984) as "the person’s constantly 
changing cognitive and behavioural efforts to manage specific external and/or internal 
demands that are appraised as taxing or exceeding the person’s resources”. Several 
studies have demonstrated a crucial role of coping style in buffering the impact of 
stressors and preventing the development of overt psychological morbidity (e.g. 
Folkman, Lazarus, Gruen & DeLongis, 1986), however there has been little consensus 
as to which aspects of an individual’s coping style actually constitute the proposed 
protective mechanism.
In the diabetes literature, it has been proposed that a proportion of the variation in 
psychological adjustment to the illness can be explained by considering the nature of 
individual coping responses (e.g. Felton, Revenson & Hinrichson, 1984). Generally, 
the orientation of coping research has shifted away from theories emphasising 
personality traits to a process-oriented approach which postulates a dynamic 
interaction between coping processes and stressful encounters (Folkman, Lazarus,
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Dunkel-Schetter, DeLongis & Gruen, 1986). This is consistent with the episodic 
nature of diabetes regulation, which is characterised by a necessity for constant 
evaluation and re-evaluation of appropriate action.
A model which encapsulates the notion of coping processes as responses to the 
psychological and environmental demands of specific stressful encounters was 
formulated by Lazarus and his colleagues over a number of years (e.g. Coyne & 
Lazarus, 1980; Lazarus, Kanner & Folkman, 1980; Lazarus & DeLongis, 1983,
Lazarus & Folkman, 1984). This model identifies two processes -  cognitive appraisal 
and coping -  as critical mediators of stressful person-environment relations and their 
immediate and long-term outcomes. Cognitive appraisal consists of two components: 
primary appraisal (where the person evaluates whether he or she has anything at stake 
in the encounter) and secondary appraisal (where the person evaluates what they can 
do to manage the harm or improve the benefits). The interaction between primary and 
secondary appraisals determines whether the person-environment transaction is 
regarded as significant for well-being and if so, whether it is primarily threatening 
(containing the possibility of harm) or challenging (holding the possibility of mastery 
or benefit) (Lazarus & Folkman, 1984).
Lazarus’ model emphasises the contextual nature of coping, positing that efforts are 
influenced by the convergence of individual and situational variables. In addition, the 
model focuses on the process of coping and how this changes as an encounter unfolds. 
It is further hypothesised that coping has two major functions: regulating stressful 
emotions (emotion-focused coping) and altering the troubled person-environment 
relation causing the distress (problem-focused coping) and it has been demonstrated 
that coping generally involves both of these processes (Folkman & Lazarus, 1980).
In a study of the functional relations among cognitive appraisal and coping processes,
Folkman et al. (1986) used an intraindividual approach in order to compare the same
person with himself or herself across five stressful encounters. Using previously
developed measures assessing cognitive appraisal and coping ("The Ways of Coping
Scale” -  Folkman & Lazarus, 1985), Folkman et al. (1986) found that variability in
coping was at least partially a function of peoples’ judgements about what was at
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stake (primary appraisal) in specific stressful encounters and what they viewed as the 
options for coping (secondary appraisal). With regard to secondary appraisal, it was 
found that participants employed more problem-focused coping in encounters they 
appraised as changeable and more emotion-focused coping in situations where they 
saw few, if any, options for affecting the outcome. It would appear then that an 
individual’s appraisal of an event, at both primary and secondary levels, may 
influence the coping strategies they employ. However, as Folkman et al. (1986) point 
out, the cross-sectional, retrospective design of their study did not allow for causality 
inferences to be made and suggest that it is likely that bidirectional relations operate 
among the variables, such that the coping style employed may then influence a 
person’s reappraisal of what is at stake and what the remaining coping options are.
This is consistent with the dynamic, goal-directed theory of stress and coping 
developed by Lazarus, whereby an individual’s cognitive and behavioural responses 
are influenced by situational and environmental factors and subject to continuous
evaluation.
The application of Lazarus’ Stress and Coping model to chronic illness has yielded 
various findings. It has been suggested that emotion-focused coping is more likely to 
be employed than problem-focused coping for health related situations (Folkman & 
Lazarus, 1980). However, studies investigating this concept in diabetes have revealed 
this issue to be far more complex. Hamburg & Inoff (1983) identified the following 
psychosocial tasks which need to be addressed when coping with diabetes:
• Maintaining emotional distress within manageable limits.
• Meeting medical needs with appropriate knowledge, practical skills and 
motivation.
• Achieving appropriate development in social roles and responsibilities.
• Preserving important relationships with others.
• Maintaining hope for the future.
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Clearly, these tasks would require coping responses incorporating both emotion- 
focused and problem-solving strategies. Intervention programmes which have 
targeted just one aspect of coping (either emotional regulation or problem solving) 
e.g. stress management techniques (Surwit & Feinglos, 1983) or education (DeVeert, 
Visser, Kok & van der Veen, 1989) have not generally produced significant 
improvements in overall functioning, although some amelioration in specific aspects 
of compliance and self-care have been reported (Zettler et al., 1995).
Several studies have highlighted the crucial role of cognitive appraisal in elucidating 
the coping processes employed by diabetes sufferers. A primary appraisal of 
perceived threat being associated with an illness episode has been found to impact 
upon self-esteem and quality of life and to be a significant predictor of depression and 
anxiety (Connell et al., 1994). In relation to this, an appraisal of an illness event being 
threatening and overwhelming has been found to lead to coping responses of 
avoidance and wish-folfilment (emotion-focused strategies) (White, Richter & Fry, 
1992; Felton et al., 1984). This is consistent with Folkman & Lazarus’ (1988) 
suggestion that problem-focused approaches are more appropriate in situations 
perceived to be amenable to change, whilst emotion-focused coping is more useful in 
situations perceived as being beyond one’s control. However, these types of avoidant 
coping responses have been found to be associated with poor psychological 
adjustment in diabetes, including negative affect and lowered self-esteem (Weisman 
& Warden, 1976; Lambert, 1981; Feifel, Strack & Nagy, 1987), as well as neglect of 
self-management, thus risking poorer metabolic control (Zettler et al., 1995). 
Therefore, it may be that the success of a coping response depends at least partially on 
the accuracy of the primary appraisal made and the appropriateness of the coping style 
subsequently employed.
In view of the importance of cognitive appraisal in coping processes, the influence of
depression, anxiety, self-esteem and an individual’s beliefs and attitudes should be
considered. Cognitive models of depression and anxiety (e.g. Beck, 1976) have
described distortions in thinking patterns, such as a tendency to focus on negative 
aspects of a situation. This would be highly likely to affect an individual’s evaluation
of threat and of their ability to cope in a stressful encounter. As previously discussed,
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a marked fear of complications has been found to lead to individuals largely 
neglecting self-management (Zettler et al., 1995). This response could be construed 
as a form of avoidance coping, possibly mediated by distorted beliefs about the threats 
involved and the person’s own resources for managing their illness. This is consistent 
with findings from a study by Coyne, Aldwin & Lazarus (1981) in which it was found 
that depressed persons did not differ from nondepressed persons in the types of 
problems they faced, but in their coping style, being more likely to employ wishful 
thinking as a coping option. However, although depression, anxiety and low self­
esteem have been associated with the use of emotion-focused coping, in particular 
avoidance and wish-fulfilment, the causal direction of this relationship once again has 
yet to be elucidated. It may be that such indicators of poor psychological adjustment 
are the consequence of inaccurate cognitive appraisals and subsequent inappropriate 
choice of coping responses. Alternatively, a dysfunctional coping style may be the 
product of poor psychological adjustment, characterised by depression, anxiety and 
low self-esteem and involving distorted thinking and low self-efficacy.
A third possibility is that emotion-focused coping is employed in situations which do 
pose a more serious threat and are therefore not so amenable to change. That is, the 
nature of the illness episode is more serious, allowing limited scope for solutions and 
resulting in disease complications which themselves may produce patterns of 
depression, anxiety and low self-esteem, rather than the coping style itself. Although 
this latter interpretation appears to account for some of the variation in coping style 
and psychological adjustment, the evidence suggests that variation exists when 
individuals are facing similar stressful illness-related events, such as a hypoglycaemic 
attack. As previously described, one element involved in secondary appraisal is the 
individual’s perception of whether the situation is within their control. This concept 
has been extended to encompass perceptions of illness controllability in general, and 
its influence upon psychological adjustment will now be considered.
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1.4 Perceived Illness Controllability
The concept of locus of control is derived from Social Learning Theory and is related 
to self-efficacy, which has been defined as “a judgement as to how well one can 
execute a course of action required to deal with a prospective situation (Bandura,
1982). Initial constructs of locus of control (Rotter, 1966) were applied to health 
related areas by Wallston & Wallston (1978) and have been developed by Bradley and 
colleagues to specifically address diabetes (Bradley, Lewis, Jennings & Ward, 1990).
It has been suggested that constructs of perceived controllability may be important in 
understanding peoples’ motivation to manage their diabetes (Felton et al., 1984) and 
studies employing diabetes-specific measures have yielded more significant findings 
than those using general locus of control scales.
Research into locus of control has generally predicted that individuals with an internal 
control orientation will engage in more adaptive behaviours, be more actively 
involved in their own health care and will experience greater psychological and 
physiological benefits than those with an external control orientation (Oberle, 1991; 
Wallston & Wallston, 1982). Evidence for these hypotheses has been mixed however. 
It was reported by McCleam & Pietroni (1990) that an internal health locus of control 
amongst individuals attending a general health centre was related to the successful 
adoption of self-care practices. Similarly, in a study of Multiple Sclerosis patients, 
Wassem (1991) observed that an internal health locus of control was associated with a 
more benign illness course, greater knowledge of the disease and more self-care 
behaviours. An external health locus of control was found to negatively influence 
self-care behaviours in diabetics in a study investigating outpatient clinic attendees 
(DeWeerdt et al., 1990). Conversely, Oldridge & Streiner (1990) reported that health 
locus of control had no predictive power in distinguishing between those who 
complied with or dropped out of cardiac rehabilitation programmes, although the use 
of a general health locus of control measure may have lacked specificity and therefore 
relevance for this group. Furthermore, in a study investigating the impact of health 
locus of control on health outcomes for older men and women, Wallhagen, 
Strawbridge, Kaplan & Cohen (1994) failed to find any significant associations 
between an internal health locus of control and health related behaviours. However,
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in this latter study, locus of control was measured by just two items from a six item 
scale and may not have been an accurate reflection of the construct.
Psychological adjustment has been strongly related to perceived controllability of 
chronic illnesses. Self-esteem has been reported to decrease amongst diabetics with 
external locus of control (Harris, Linn & Pollack, 1984), whilst arthritis patients 
demonstrating an internal locus of control have been found to be less depressed and 
anxious (Nicassio, Wallston, Callaghan, Herbert & Pincus, 1985). Similar 
associations have been reported for cancer patients (Taylor, Lichtman & Wood, 1984) 
and are consistent with psychological theories, which posit that a sense of helplessnes 
or lack of control may have profoundly negative effects on behaviour, mood and 
physiology (Lazarus & Folkman, 1984; Bandura, 1982).
With regard to individuals with diabetes, it has been suggested that rather than any 
extreme of illness controllability (either internal or external) being more adaptive, an 
intermediate position would be optimal. Peyrot & McMurry (1984) found that both 
highly internal and external levels of health locus of control resulted in poor metabolic 
control. This may be due to the complex process or managing diabetes and the 
difficulties inherent in balancing the need to follow treatment regimens with 
maintaining quality of life. Bradley (1995) suggested that strong perceptions of 
medical control may be advantageous only if combined with strong perceptions of 
personal control. Either one of these attributions in isolation will not be constructive.
It would appear therefore, that perceived illness controllability has an important role 
in determining coping responses which may then impact upon psychological 
adjustment and illness management. However, the differential findings in the 
literature indicate that no conclusions regarding optimal locus of control orientation 
can be drawn, it emerges rather as being dependent upon specific situations, involving 
judgements about the nature of such situations. At this juncture, a further mediating 
variable in the process may be introduced: illness representations.
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1.5 Personal Models and Illness Representations
Illness representations are described as perceptions of health-related situations and are 
suggested to be important in coping with chronic illness, as they influence peoples’ 
motivation to regulate or minimise these health threats (Leventhal, Nerenz & Steele, 
1997 in Petrie & Weinman). A comprehensive model delineating the process of 
interpreting and coping with health threats has been developed by Leventhal and his 
colleagues (Leventhal et al. 1997, in Petrie & Weinman) and stems from Leventhal’s 
(1980) theory of emotion.
This model, depicted in Figure 1, describes a self-regulating processing system 
utilised by individuals facing illness-related situations and entails four basic 
assumptions. Firstly, it is hypothesised that behaviour and experience are organised 
in an episodic manner, constructed by an underlying information processing system 
that integrates current stimulus information with both innate and acquired codes or 
memories. Secondly, the information processing system is believed to be divided into 
two parallel pathways, which interact as the individual adapts to each specific 
situation. One pathway involves the formulation of an objective perception or 
representation of an illness threat and the subsequent development of a coping plan 
for managing that threat. The other pathway involves the creation of an emotional 
response to the situation and the development of a coping plan to regulate this 
emotion.
A third tenet of Leventhal et al. s’ model is that the system operates in stages, which 
are outlined below:
i. The definition/representation of the illness threat and its accompanying 
emotion.
ii. The development and execution of coping responses, which are guided by the 
original representation.
iii. An evaluation or appraisal of the effectiveness of the coping response, which 
may then feed back into the earlier stages, altering the representations and coping 
strategies.
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(Leventhal, Nerenz 
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Steele, 1984)
As the system is contextual and dynamic, each illness episode and its resulting 
representations and coping strategies alters underlying memory structures, thus 
modifying subsequent adaptive episodes.
The final assumption of the model is that the system is hierarchically organised, 
operating at both concrete and abstract levels. A behavioural episode (e.g. coping 
with a headache) encompasses both concrete features (i.e. head pains) and abstract 
features (e.g. the idea that one has a tumour) in the representation, coping and 
appraisal stages. It is suggested that inconsistencies between these concrete and 
abstract levels may arise, which in turn, create discrete objective and emotional 
representations and thus influence the selection of problem-focused and emotion- 
focused coping responses. For example, adopting a medical treatment may result in 
the information that the condition has improved and yet produce adverse side-effects, 
making the patient feel worse. Consequently, the abstract information that the patient 
is getting better would be inconsistent with the concrete experience (side-effects), 
resulting in contradictory objective and emotional representations and different coping
responses.
In addition to the above assumptions, the nature of the illness representations 
themselves are defined by Leventhal et al. as consisting of five elements:
• Identity
• Cause
• Consequences
• Duration/Time-line
• Control/Cure
These attributes define the problem or risk and are integral in the process of 
developing goals or targets for coping.
Identity
The Identity component of illness representations relates to the identification of 
symptoms, both at the onset of a disease and in the subsequent monitoring of changes 
as it progresses. The interpretation of symptoms has been illustrated as being 
important in guiding health-care seeking (Leventhal et al., 1984). For example. Bond,
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Aiken & Somerville (1992) employed the health belief model to demonstrate that self­
management behaviours among adolescents with IDDM were predicted by beliefs 
about the meaning of symptoms (the "cues to action” component of the health belief 
model). In general, the representations of symptoms associated with hyperglycaemia 
and hypoglycaemia evoke inconsistent and unreliable descriptions amongst 
individuals with diabetes (Hampson, 1997 in Petrie & Weinman). Consequently, 
evaluating the role of the identity component within Leventhal’s model amongst 
diabetes sufferers is problematic.
Cause
Beliefs about the cause of a chronic illness have been conceptualised within the 
framework of attribution theory, which delineates internal versus external attribution, 
varying in stability and globality. It has been reported that having a causal theory 
about one’s illness is related to better adjustment (e.g. Tumquist, Harvey & Andersen,
1988). However, Hampson (1997, in Petrie & Weinman) pointed out that this finding 
may only apply to western cultures, as a study of Indian diabetics did not reveal the 
same importance for causality (Sissons Joshi, 1995).
Duration/Time-Line
Beliefs about the duration or course of a chronic illness have been implicated in self­
management. Believing hypertension to be an acute condition was found to be 
associated with treatment attrition (Meyer, Leventhal & Gutmann, 1985). For 
diabetes, the situation has been found to be different, as patients appear to be more 
knowledgeable about the course of their illness. Approximately 89% of diabetes 
sufferers questioned on this issue in studies conducted by Hampson and colleagues 
expressed the belief that their illness was chronic with no known cure (Hampson, 
Glasgow & Foster, 1995; Hampson, Glasgow & Toobert, 1990).
Consequences
This component of illness representations is related to peoples’ perceptions of the 
impact of an illness on various aspects of their lives and also to the perceived 
seriousness and threat of the illness, both at that time and in the future (Hampson, 
1997, in Petrie & Weinman).
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Control
In diabetes, the control aspect of illness representations is associated with illness 
management rather than cure. Stemming from Social Cognitive theory and concepts 
of self-efficacy and outcome expectations (Bandura, 1977), control beliefs encompass 
an individual’s evaluation of their ability to follow specified behaviours (e.g. 
treatment regimen recommendations) and the expected effects these behaviours will 
have on the course and regulation of their illness. Self-efficacy has been found to be 
predictive of aspects of self-management, particularly exercise and diet (e.g. Kingerly 
& Glasgow, 1989; Kavanagh, Gooley & Wilson, 1993).
Several studies assessing the five components of illness representations explicitly 
within Leventhal’s framework, have been conducted by Sarah Hampson and her 
colleagues and have related the illness representations of patients with diabetes to the 
various aspects of their self-management. In a study exploring the illness 
representations, or personal models, of 46 female outpatients with NIDDM, using 
structured interview measures developed themselves and incorporating the principal 
components of Leventhal’s model (The Personal Models of Diabetes Interview), 
Hampson, Glasgow & Toobert (1990) found that the beliefs held by their participants 
predicted certain aspects of self-care (i.e. diet and exercise), with treatment 
effectiveness and perceived seriousness being the most important predictors.
However, personal model constructs did not predict glucose testing, nor did they 
predict metabolic control. As this study focused on a small and purely female sample, 
an attempt was made to replicate its findings in a larger sample, including both men 
and women (Hampson, Glasgow & Foster, 1995). In this study, 78 participants with 
NIDDM were included and the results replicated those found in the initial study, i.e. 
personal model constructs were significant predictors of the diet and exercise aspects 
of self-care, with treatment effectiveness being most consistently related to outcomes. 
In addition, constructs of cause and treatment effectiveness, were shown to 
prospectively predict metabolic control, leading to speculations of past personal 
responsibility for developing the illness being associated with a great sense of current 
personal responsibility for, and hence more conscientious efforts in regard to, the 
regulation of blood glucose. However, the measures employed did not permit such 
suggestions to be ratified.
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To summarise this section, the self-regulation model proposed by Leventhal has been 
extended to the study of diabetes and preliminary investigations have demonstrated 
associations between certain illness representations and aspects of self-management.
In terms of LeventhaTs model, these findings relate to the objective features of illness 
situations, the associated representations of threat or danger and subsequent coping, 
i.e. self-care activities. The emotional reactions to illness situations and their 
relationship with illness representations and coping have been largely neglected in the 
literature to date.
One recent study investigated illness representations and coping in epilepsy (Kemp, 
Morley & Anderson, 1999) and found that illness representations were significantly 
related to coping style and that both illness representations and coping style were 
related to psychological adjustment. Specifically, participants who believed they had 
control over their epilepsy reported employing more problem-focused coping, whilst 
perceptions of less control were associated with more wishful thinking and avoidance 
coping. In turn, problem-focused coping was associated with good psychological 
adjustment (on measures of self-esteem, social anxiety and general mental health), 
whilst avoidance coping was associated with poor psychological adjustment. A 
possible limitation of this study was the lack of a representative sample, due to high 
non-attendance of the clinic outpatients from which the sample was recruited. 
However, the findings indicate some evidence for relationships between illness 
representations, coping and psychological adjustment to a chronic disease, such as 
epilepsy.
In generalising LeventhaTs model to chronic illness, Nerenz & Leventhal (1983)
introduced the concept of a “self-illness relationship”, referring to the overlap
between representations of the illness and representations of the self (Leventhal,
Benyamini, Brownlee, Diefenbach, Leventhal, Patrick-Miller & Robitaille, 1997, in
Petrie & Weinman). It is postulated that the illness representation can relate to the
self-system in three ways (Nerenz & Leventhal, 1983). First, total involvement,
where the illness permeates every aspect of living. Second, the illness is encapsulated
and perceived as affecting only sections of the person’s life. Finally, people may
perceive themselves as free from illness, but at risk of relapse. The adaptive
consequences of such representations could be construed as significantly influencing
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an individual’s psychological adjustment to a chronic illness such as diabetes, in that 
their response to illness-related situations, may be generalised to other aspects of 
living, particularly if coping efforts are evaluated as being unsuccessful. For example, 
if an illness episode elicits anxiety and efforts to manage this anxiety are ineffective, 
then other elements of the person’s life may be responded to in a similarly anxious 
manner. Therefore, the impact of illness representations on psychological adjustment, 
possibly mediated by coping responses, poses interesting research questions.
1.6 AIMS OF THIS STUDY
The present study aimed to explore the relationships between illness representations, 
coping and psychological adjustment to diabetes within the framework of Leventhal’s 
self-regulation model (Leventhal, Meyer & Nerenz, 1980; Leventhal, Nerenz &
Steele, 1984). The upper tier of the model (see figure 1) relates to representations of 
and subsequent coping with objective features of illness situations and has been 
investigated with regard to adherence to treatment regimens and the self-management 
of diabetes (e.g. Hampson et al., 1990; Hampson et al., 1995), as discussed in the 
previous section. The lower tier of the model involves the emotional response to an 
illness-related situation and the development of a coping plan for the management of 
this emotion. It is this latter aspect of the model -  the emotional response to illness -  
which was the focus of the present study.
The distinct components of illness representations were incorporated within measures 
developed for use with a generic range of illnesses (Weinman, Petrie, Moss-Morris & 
Home, 1996), combined with a range of variables thought to influence adjustment 
specifically to diabetes (Skinner & Hampson, 1999; Bradley, Brewin, Gamsu & 
Moses, 1984). For example, perceived seriousness/threat and perceived impact of 
diabetes could be incorporated within the consequences component. Coping 
responses were assessed in relation to Lazarus & Folkmans’ (1984) Stress and Coping 
theory, with differences in problem-focused and emotion-focused coping explored.
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Hypotheses were formulated around three proposed relationships between variables:
i) Illness Representations and Coping Style
In terms of the relationship between illness representations and coping style, it has 
been suggested that situations which are perceived as being amenable to change and 
controllable are more likely to result in the endorsement of problem-focused coping 
(Folkman & Lazarus, 1988). Therefore, it was predicted that representations of 
treatment efficacy and internal or personal illness controllability (aspects of the 
control component), would be related to the adoption of problem-focused coping 
(Hypothesis 1). It has also been suggested that perceived threat is associated with 
levels of depression and anxiety and a sense of being overwhelmed, which preclude a 
problem-solving approach (Connell et al., 1994; White et al., 1992). Therefore, a 
second hypothesis regarding an association between perceptions of threat (within the 
consequences component of illness representations) and the use of emotion-focused 
coping was made (Hypothesis 2). No predictions were made regarding other aspects 
of illness representations, i.e. cause and illness duration/time-line. In accordance with 
a basic tenet of LeventhaTs self-regulation model -  that illness representations guide 
coping -  it was postulated that a significant proportion of the variation in coping style 
could be predicted by illness representations (Hypothesis 3).
ii) Illness Representations and Psychological Adjustment
In general, an internal locus of control orientation has been associated with more 
adaptive health-care behaviour and psychological well-being (Oberle, 1991; Wallston 
& Wallston, 1982). However, in relation to diabetes, it has been suggested that an 
intermediate control orientation is more conducive to the adoption of balanced health­
care practices, which maximise quality of life (Peyrot & McMurry, 1985). In view of 
this, it was hypothesised that illness representations incorporating a sense of personal 
control as well as perceptions of treatment efficacy and medical control would be 
associated with better psychological adjustment (Hypothesis 4). As previously 
mentioned, an individual’s perception of the threat and impact of an illness on their 
life has been related to levels of depression and anxiety. Therefore, a further 
hypothesis was made predicting that perceptions of the threat and impact of diabetes 
would be related to poor psychological adjustment (Hypothesis 5). No predictions
were made regarding associations between cause and psychological adjustment.
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Finally, it has been suggested that as well as influencing coping, illness 
representations exert a direct effect on psychological adjustment (Earll, Johnston & 
Witchell, 1993; Moss-Morris, Petrie & Weinman, 1996), therefore it was 
hypothesised that illness representations would predict a significant proportion of the 
variance in measures of psychological adjustment (Hypothesis 6).
ii) Coping and Psychological Adjustment
Generally, emotion-focused coping has been associated with poorer psychological 
adjustment (Lambert, 1981, cited in Felton & Revenson, ; Feifel et al., 1987), 
however the nature of this interaction remains unclear. In the present study, it was 
hypothesised that the emotion-focused coping styles of escape-avoidance and 
distancing would be related to poorer psychological adjustment, even when the effects 
of illness representations were controlled for (Hypothesis 7).
Based on the findings of the present study, implications for treatment programmes, 
the management of diabetes and future research directions will be discussed.
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2. Method
2.1 Participants
Prospective participants were recruited from a specialist London teaching hospital 
outpatient diabetes clinic. Inclusion criteria consisted of being aged over 18 years old 
and having a diagnosis of diabetes mellitus (Type I or Type II) of over one year’s 
standing. In total, 258 individuals attending the clinic were asked to participate in the 
study and were given information sheets and questionnaire booklets.
2.2 Description of Sample
Of the 251 persons approached, 70 actively participated in the study and returned their 
questionnaire booklets. This final sample comprised of 28 persons with insulin 
dependent diabetes and 42 with non-insulin dependent diabetes, with mean duration 
of illness being 9.6 years (S.D. = 7.4). The majority of the sample were from a white 
European background (66.7%), with black-caribbean being the second most 
represented group (15.2%). Ages ranged from 21 years to 79 years, with a mean age 
of 50 years (SD: 15.2). Of the sample, 36 were male and 34 female. Basic 
demographic data (gender and age) was collected from all 251 prospective 
participants when they were initially approached, therefore it was possible to make 
some comparisons between this group and those who actually responded. Ages in the 
larger group ranged from 19 years to 77, with a mean age of 46 years (SD: 14.4).
Males and females were fairly evenly distributed, with 129 women and 122 men.
2.3 Measures
Copies of all measures are provided in Appendices 1-7.
1. Psychological Adjustment
i.) The Well-Being Questionnaire (Bradley, 1994)
The Well-Being Questionnaire was developed by Bradley and colleagues over a 
number of years (e.g. Bradley, Meadows & Sowden, 1992; Bradley & Lewis, 1990) in 
order to provide an instrument to evaluate the psychological well-being of people with 
diabetes, which did not confound somatic aspects of the illness, such as tiredness, 
weight loss, etc, with indications of depressed mood, anxiety and general well-being.
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The resulting 22-item self-report scale provides scores across four subscales: 
depression, anxiety, positive well-being and energy, as well as a total general well­
being score. Each item is scored on a 0 to 3 Likert scale, where 0 indicates that the 
respondent felt that the item had applied to them “not at all” over the past few weeks, 
while 3 indicates that it applied “all the time”. Scores of 1 and 2 indicate points 
between the two extremes. Ratings for items on each subscale are summed after 
reversing scores where necessary. Subscales are scored so that a higher score on 
each subscale indicates more of the mood described by the subscale label, i.e. 
Depression, Anxiety, Energy and Positive Well-Being. A General Well-Being total 
score is obtained by summing the subscale scores. Internal consistency for each of the 
subscales has been show to be satisfactory on Cronbach’s alpha coefficients 
(Depression: r = .73; Anxiety: r = .65; Energy: r = .75; Positive well-being: r = .66). 
Construct and face validity have also been demonstrated and the depression and 
anxiety subscales appeared to be less likely to confound these psychological states 
with symptoms of poorly controlled diabetes than standard measures of mood, such as 
the Beck Depression Inventory.
ii.) The Rosenberg Self Esteem Scale
This is a 10-item self-report scale, rated on a 4-point agree-disagree scale and 
summed to provide an index of self-esteem. A higher score indicates a higher level of 
self-esteem. The scale has been used extensively in studies of psychological 
adjustment to chronic illness, with both adolescents and adults (e.g. Kemp et al.,
1990; Felton et al., 1984) and reliability has been demonstrated to be high.
2. Illness Representations
i.) The Illness Perception Questionnaire
The distinct components of illness representations proposed by Leventhal et al. (1984)
were measured using scales developed by Petrie & Weinman (1996) and Skinner &
Hampson (1999) to assess cognitive representations of diabetes. The ‘Identity”
aspect of illness representations was omitted from the present study, as it has not been
found to be pertinent to diabetes sufferers once a diagnosis has been established
(Petrie & Weinman, 1997). The scales addressing the “Cause” component of illness
representations consist of ten items, incorporating perceptions of external and internal
causes of illness (Petrie & Weinman, 1996). The three items measuring perceptions of
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the timeline of the illness reflect ideas about the likely duration of the illness i.e. 
whether it will be acute or chronic (Petrie & Weinman, 1996). The seven items 
assessing perceptions of “Consequences” of the illness, initially developed by Petrie 
& Weinman (1996), were supplemented with a further eight items developed by 
Skinner & Hampson (1999). The consequences items fall into two subscales of 
perceived “threat” and perceived “impact”. Finally, the eighteen items which relate to 
the “Control” component of illness representations were developed by Skinner & 
Hampson (1999) and measure beliefs about perceived treatment efficacy.
Scoring is on a five point Likert scale and scores for each individual subscale are 
obtained by summing the ratings given for items corresponding to these subscales. 
Higher scores indicate greater belief in the perceptions measured by the subscale 
items, i.e. that diabetes has an impact upon one’s life or poses a threat, that the illness 
was caused by external or internal factors or that various treatment methods will be 
efficacious. For the timeline scale, a higher score indicates that the illness is 
perceived as temporary. The scales developed by Petrie & Weinman (1996) have 
been demonstrated to have high levels of test-retest reliability and good internal 
consistency (Time-line: a = .73; Consequences: a = .82; Cause: a = .82). Concurrent 
validity was also shown to be to be high when the scales were compared with other 
measures of perceived health and disability (e.g. the Sickness Impact Profile). In 
addition, discriminant validity was demonstrated by comparing scale scores between 
patients with diabetes, rheumatoid arthritis, chronic fatigue syndrome and chronic 
pain. The Consequences items formulated by Skinner & Hampson (1999) were 
shown to possess good test-retest reliability and internal consistency for the two 
subscales (Impact: a = .79; Threat: a = .77).
ii.) The Perceived Control o f Diabetes Scales (Bradley, Brewin, Gamsu & Moses,
A further aspect of the “Control” component of illness representations is perceived 
illness controllability. These scales were developed to provide a diabetes-specific 
locus of control measure, in order to understand individuals’ expectations of control 
over their diabetes. The scales consist of the presentation of various illness-related 
scenarios to participants (e.g. “Imagine that your diabetes has been well controlled for 
a period of several weeks”), who are then asked to specify the most likely cause of
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such scenarios, followed by a series of seven point scales for rating the cause along 
several dimensions, such as “due to chance", “due to something about you”, etc.
These dimensions relate to subscales indicating perceptions of control: intemality, 
treatment, externality, chance, patient control, doctor control and foreseeability. Three 
composite scores are subsequently derived from the subscales: medical control, 
personal control and situational control. The full version of these scales comprises 
eight separate scenarios, each with seven self-rated items relating to their causes. In 
the present study, only four of the eight scenarios were presented to participants, 
omitting those referring to control of weight and avoidance of complications, as they 
were not relevant to both EDDM and NIDDM
Reliability for the separate subscales and composite scales of the Perceived Control of 
Diabetes Scale has been shown to be satisfactory (Medical Control: a = .75; Personal 
Control: a = .81; Situational Control: a = .79) (Bradley, Lewis, Jennings & Ward, 
1990).
3. Coping
i.) The Ways o f Coping Questionnaire (Folkman & Lazarus, 1985)
This is a structured protocol designed to elicit self-report information about the most 
stressful encounter experienced by an individual in the previous month. For the 
purposes of this study, participants were requested to describe the most stressful 
experience related to their diabetes encountered in the past month. Coping in this 
encounter is then assessed with 63 self-report items which describe a broad range of 
cognitive and behavioural strategies which people may use to manage demands placed 
upon them in stressful situations. For each item, participants are asked to indicate the 
extent to which they employed these strategies in the situation they described on a 4- 
point scale ranging from “Not used” to ‘TJsed a great deal”. Factor analyses 
conducted on the Ways of Coping Questionnaire yielded eight coping scales: 
confrontive coping, distancing, self-control, seeking social support, accepting 
responsibility, escape-avoidance and positive reappraisal (Folkman et al., 1986). A 
factor analysis of items on each scale demonstrated satisfactory construct validity (See 
Appendix 8). Emotion-focused coping comprises the scales of distancing, escape- 
avoidance, self-controlling and positive reappraisal; whilst problem-focused coping
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consists of planful problem-solving, confrontive coping and accepting responsibility. 
Seeking social support incorporates aspects of both emotion-focused and problem- 
focused coping (Folkman et al., 1986; Lazarus & Fokman, 1984). Scoring involves 
summing the ratings for items corresponding to each coping scale, with higher scores 
indicating greater use of the particular coping scale. Reliability has also been found to 
be acceptable (Lazarus & Folkman, 1984) and the Ways of Coping Questionnaire has 
frequently been used in studies of chronic illness, including diabetes (e.g. Felton et al., 
1997).
2.4 Procedure
Ethical approval for the study was obtained from the relevant local research ethics 
committee (See Appendix 9).
Individuals attending an hospital outpatient clinic were approached after permission 
from their Consultant had been sought. Once the aims and purpose of the study were 
explained to patients, they were asked to participate. Consent was obtained verbally 
in the first instance and those agreeing to participant were given the sixteen page 
questionnaire booklet, including an Information Sheet (see Appendix 10), to take 
home and complete. A freepost envelope was provided for the return of the 
questionnaire booklet and more formal consent was therefore assumed from the 
completion and return of this.
In addition to the measures previously described, participants were asked to provide 
information pertaining to demographic and medical variables, including age, gender, 
occupation, duration of diabetes, type of diabetes and method of treatment (see 
Appendix 11).
Following the return of all completed protocols, individual questionnaires were scored 
and the results were collated and submitted to a statistical analysis.
2.5 Statistical Analysis
All data were checked for assumptions of normality and homogeneity of variance 
prior to parametric analyses. As previously stated, the final sample (70 participants)
were compared with the initial group of 251 prospective participants along the
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dimensions of basic demographic data (age and gender) and were found to be similar 
with respect to these. However, there may have been ethnic or socio-economic 
differences between the two groups, which may have biased the sample. As the 
present study was not investigating cultural or social factors, the assumptions of 
normality indicated upon analysis were accepted. This issue will be explored further 
in the discussion section.
Following the compilation of descriptive statistics for individual variables (means and 
standard deviations), associations between variables were investigated using 
Pearson’s Product Moment Correlation. Finally, the predictive power of the model 
was assessed using hierarchical multiple regression procedures. Regression equations 
were computed in order to establish the influence of illness representations in 
predicting coping style and psychological adjustment and also to determine whether 
coping style predicted psychological adjustment.
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3. Results
The data are presented in relation to the three proposed groups of variables described 
in the introduction: illness representations and coping; illness representations and 
psychological adjustment and coping and psychological adjustment. Descriptive 
statistical information pertaining to these variables is provided, together with the 
results of correlation and regression analyses. Specific hypotheses previously defined 
will be addressed.
3.1 Illness Representations and Coping
Means and standard deviations for specific components of the Illness Representations’ 
measures and coping scales are provided in Tables 1 and 2 respectively. Mean scores 
in Table 1 represent the average response of the sample (N= 70), i.e. the mean score 
on the 1 -  5 Likert scale, for the individual Illness Representations subscales. In 
Table 2, mean scores for the Ways of Coping subscales are given, which were 
calculated by summing the ratings given by participants for items corresponding to 
each scale.
ILLNESS
REPRESENTATIONS
SUBSCALE
MEAN STANDARD
DEVIATION
CAUSE:
• Internal
• External
3.48
3.58
0.64
0.78
CONSEQUENCES:
• Threat
• Impact________
3.78
2.99
.95
1.21
TIME-LINE 1.8 0.99
CONTROL:
• Treatment Efficacy
• Perceived Personal 
Control
• Perceived Situational 
Control
• Perceived Medical 
Control
3.83
3.82
1.8
2.7
0.79
1.87
1.8
1.97
Table 1: Means and Standard Deviations Obtained fo r Measures o f Illness 
Representations.
295
COPING SCALE MEAN STANDARD
DEVIATION
Confrontive 4.53 3.87
Distancing 6.52 3.18
Self-Controlling 8.89 3.46
Seeking Social Support 6.62 3.65
Accepting Responsibility 3.82 3.17
Escape-Avoidance 7.31 5.76
Planfiil Problem-Solving 8.47 4.72
Positive Reappraisal 5.35 4.36
Table 2: Means and Standard Deviations Obtained for Individual Coping Scales.
Bivariate correlation analyses using Pearson’s Product Moment correlation were 
computed to investigate the relationship between components of illness 
representations with demographic and illness variables and coping styles. Age was 
found to be significantly negatively associated with perceptions of impact of diabetes 
{Consequences) (r = -.375, p < .01) and threat {Consequences) (r = -.392, p <01) and 
positively related to treatment efficacy (r = .358, p < .01). No significant associations 
were found between illness representations and gender, type of diabetes or illness 
duration. Associations between illness representations and coping styles are presented 
in Table 3.
Hypothesis 1: Representations o f treatment efficacy and internal or personal illness 
controllability (control component) would be related to the adoption o f problem- 
focused coping.
It was found that perceptions of treatment efficacy and personal control {Control) 
were all associated with escape-avoidance coping (see Table 3), which is inconsistent 
with this hypothesis. In addition, positive reappraisal was positively associated with 
perceptions of treatment efficacy (r = .418, p < .01), indicating that these aspects of 
control representations are associated with the use of emotion-focused coping. 
However, perceived personal control was also associated with planfiil problem 
solving (r = .552, p < .01), as was treatment efficacy to a lesser extent (r = .253, p < 
.01), lending some support to the hypothesis. In relation to this, external measures of 
perceived controllability (medical control and situational control) were associated
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with escape-avoidance coping (medical: r = .313, p < .01; situational: r = . 72, p < .01) 
and situational control was also associated with distancing (r = .514, p < .01), 
although also with planful problem-solving ( r = .353, P < .01).
Illness COPESG SCALE
Representation
Scale
Conf­
rontive
Dist­
ancing
Escape
-Avoid
Pos.
Reap­
praisal
Planful
Prob­
lem
Solving
Accept
Respon­
sibility
Self-
Control­
ling
Seek
Social
Support
CAUSE:
• External .512** .645** .342*. .324*. -.345**
• Internal .259** .247* - .346** .383*. .405** .590** -
CONSE­
QUENCE:
• Threat .398*. .499.. .574*. .464** .372*.
• Impact .393** .472*. .557*. - - .403*. .527** -.262*
TIME-LINE .299* .443*. .433*. .271* - .325*. -
CONTROL:
• Treatment .369** .418*. .253* _ .514..
Efficacy 
• Medical .313*. .301. - .250* - -
Control 
• Personal — -.249* .486*. - .552*. - - .318*.
Control 
• Situational - .514* .720** - .353*. - - -
Control
. p < .05 .. p < .01
Tgble_3:Significant Correlations between Illness Representations and Coping Scales
Hypothesis 2: Representations o f threat (consequences) would be associated with the 
use o f emotion-focused coping.
In general, this hypothesis was supported. Both consequences scales (threat and 
impact) were found to be associated with distancing (threat: r = .499, p < .01; impact: 
r = .472, p <01), escape-avoidance (threat: r = .574, p < .01; impact: r = . 557, p < 
.01) and self-controlling coping (threat: r = .372, p < .01; impact: r = .527, p < .01). 
Perceptions of threatening consequences did not appear to be related to a problem- 
focused approach, other than to confrontive coping and accepting responsibility, 
which were associated with both consequences scales (see table 3), implying that
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perceptions of threat or impact result in more use of confrontive and self-controlling 
coping, as well as those emotion-focused styles described above.
Additional Findings
A number of illness representations were related to emotion-focused coping strategies. 
Perceptions of external illness causality {Cause) were associated with both distancing 
(r = .512, p < .01) and escape-avoidance coping (r = .645, p < .01). That is, the more 
the illness was perceived as being caused by external sources, the more these coping 
styles were adopted. Illness time-line was positively related to distancing (r = .443, p
< .01) and escape-avoidance (r = .433, p < .01), indicating that perceptions of the 
illness as being temporary were associated with greater use of these coping styles. 
Perceptions of a permanent illness time-line were not found to be associated with any 
of the coping scales. Positive reappraisal of stressful illness-related situations was 
related to perceptions of an internal cause for the illness (r = .346, p < .01). Both 
scales comprising cause and consequences components of illness representations were 
associated with both accepting responsibility and self-controlling coping, and illness 
time-line was also related to accepting responsibility (see Table 3). Seeking social 
support was negatively related to perceptions of external illness causality (r = -.345, p
< .01) and to a lesser extent with impact (r = -.262, p < .01); and positively associated 
with treatment efficacy (r = .514, p < .01) and personal control (r = .318, p < .01). 
Fewer associations were found between illness representations and a more problem- 
focused approach to coping. Planful problem solving and confrontive coping were 
related to perceptions of internal illness causality (r = .383, p < .01; r = .259, p < .01 
respectively), indicating greater use of these coping strategies when the illness is 
perceived as having internal causes.
Predicting Coping Style from Illness Representations
Hierarchical multiple regression analyses were conducted in order to explore the 
relative influence of illness representations in predicting coping style. Separate 
regression equations were computed for each coping style, with variables entered in a
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stepwise fashion as predictors in two blocks representing demographic and illness 
variables (i.e. age, gender, type of diabetes and illness duration) and components of 
illness representations. Results are summarised in Tables 4 and 5. For each block the 
regression statistic (fl), the adjusted R2 and the F  test (F change) for the increase in R2 
is reported, along with significant p weights for the final regression. A significant F  
indicated that the variables added in the block explained additional variance. 
Demographic and illness variables were entered in block one and illness 
representations in block two, with individual coping scales representing the dependent 
variables in each regression equation.
Once illness representations were entered in the second block, incremental F  values 
were significant for all coping scales, with the exception of distancing (df = 1,64, p < 
05 - < .001). The total proportion of variance accounted for was: 42%, 40%, 68%, 
42%, 47%, 33%, 51% and 36% for confrontive coping, distancing, escape-avoidance, 
positive reappraisal, planful problem-solving, accepting responsibility, self­
controlling coping and seeking social support respectively. The addition of illness 
representations significantly improved the prediction, increasing the proportion of 
explained variability by between 26% and 62%. All components of illness 
representations contributed significantly to the equation. Perceptions of internal 
illness causality were associated with planful problem-solving, positive reappraisal, 
accepting responsibility and self-controlling coping, whilst perceptions of external 
illness causality were positively associated with escape-avoidance and negatively 
related to seeking social support. A representation of threat (Consequences) was 
related to distancing, escape-avoidance and accepting responsibility, whilst perceiving 
the illness as having an impact (Consequences) was related to confrontive coping and 
self-controlling coping. Perceptions of treatment efficacy were associated with 
confrontive coping, positive reappraisal, self-controlling coping and seeking social 
support. Perceived medical control was related to escape-avoidance and seeking 
social support, whilst perceived personal control was positively related to planful 
problem solving and negatively related to escape-avoidance. Finally, perceived 
situational control was negatively related to confrontive coping and planful problem 
solving and positively associated with escape-avoidance and positive reappraisal.
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DEPENDENT
VARIABLES R Multiple
R
Adjusted
R2
F
Change
P
Distancing 
• Block 1 .258 .658 .052 4.705.
Duration of Illness -.07
• Block 2 .658 .658 .407 1.979
Consequences (Threat) 
Time-Line
! 
! 
§
5
Escane-Avoidance 
• Block 1 .277 .844 .063 5.506,
Age
• Block 2 .844 .844 .683 7.468..
.027
Consequences (Threat) 
Cause (External) 
Medical Control
.360„,
.203,
.203,,
Personal Control -.264„
Situational Control .264,*
Self-Controlling 
• Block 1 .242 .742 .044 4.103,
Age
• Block 2 .742 .742 .514 9.118..
-.188
Cause (Internal) 
Consequences (Impact) 
Treatment Efficacy 
Time-Line
.384*,*
.331*.
.304,,
.271„
Positive Reannraisal 
• Block 1 .284 .686 .066 5.691,
Gender .114
• Block 2 .686 .686 .428 5.699,
Cause (Internal) 
Treatment Efficacy 
Medical Control
.230,
.555*,*
.274,,
Situational Control .275*,
Seeking Social Support 
• Block 1 .244 .633 .045 4.19,
Gender .205,
• Block 2 .633 .633 .363 5.379„
Cause (External) 
Treatment Efficacy 
Medical Control
-.261*
.424,,,
.262,
. p < .05 .» p < .01 ... p < .001
Block 1 : Demographic/Illness Variables; Block 2: Illness Representation Scales
Table 4: Multiple Regression Analysis o f the Influence o f Demographic and Illness 
Variables and Illness Representations on Emotion-focused and Seeking Social 
Support Coping Scales.
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DEPENDENT
VARIABLES R MultipleR
Adjusted
R2
F
Change
P
Confrontive
• Block 1
Age
• Block 2
Consequences (Impact) 
Time-Line 
Treatment Efficacy 
Situational Control
.373
.684
.684
.684
.126
.424
10.335,.
7.11***
-.449*.*
.390**
.436***
.328**
-.324**
Accenting Resnonsibilitv
• Block 1
Age
• Block 2
Cause (Internal) 
Consequences (Threat) 
Time-Line
.304
.611
.611
.611
.078
.333
6.528*
7.359**
-.156
.242*
.324*.
.279**
Planful Problem Solving
• Block 1
• Block 2
Cause (Internal) 
Time-Line 
Personal Control 
Situational Control
.552 .552 .477 6.979**
.317**
.308**
.484***
-.289**
. p < .05 *. p < .01 *** p < .001
Block 1 : Demographic/Illness Variables; Block 2: Illness Representation Scales
Table 5: Multiple Regression Analysis o f the Influence o f Demographic and Illness 
Variables and Illness Representations on Problem-focused Coping Scales.
In summary, it would appear that the majority of the components of illness 
representations contribute to the prediction of variance regarding choice of coping 
style. This is consistent with Hypothesis 3 (illness representations would predict a 
significant proportion of the variation in coping style).
3.2 Illness Representations and Psychological Adjustment
Means and standard deviations for measures of psychological adjustment are 
presented in Table 6, where means represent the average score yielded for each 
subscale of the Well-Being Questionnaire and for the Rosenberg Self Esteem Scale.
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Relationships between specific illness representations and psychological adjustment 
were explored using Pearson’s Product Moment correlation and significant 
associations are presented in Table 7.
MEASURE OF 
PSYCHOLOGICAL 
ADJUSTMENT
MEAN STANDARD
DEVIATION
Self-Esteem 28.8 7.08
Well-Being: Anxiety 5.71 4.45
Well-Being: Depression 5.6 4.51
Well-Being: Energy 6.55 3.19
Positive Well-Being 11.54 4.9
Total General Well-Being 42.78 . 15.67
Table 6: Means and Standard Deviations fo r Measures o f Psychological Adjustment.
Illness
Representation
MEASURES OF PSYCHOLOGICAL 
ADJUSTMENT
Scales Self-
Esteem
Well-
Being:
Anxiety
Well-
Being:
Depress­
ion
Well-
Being:
Energy
Positive
Well-
Being
Total
General
Well-
Being
CAUSE:
• External -.556.. -.618*. .479** -.589*. -.507" -.592—
• Internal - - - - -
CONSEQUENCE:
• Threat -.533** .486*. I/i i—
» o $ -.421" -.657- -.558—
• Impact -.548** .553" .649** -.506*. -.601- -.652—
TIME-LINE: -.247* .441** - -.364** -.325— -.325-
CONTROL:
• Treatment .524** -.469*. -.509" .483*. .509- .537-
Efficacy 
• Medical Control
• Personal Control .507** -.616** -.507*. .395*. .474- .550-
• Situational -.615** .673*. .545** -.502- -.594** -.636-
Control
. p < .05 .. p < .01
Table 7Significant Correlations between Illness Representations and Measures o f 
Psychological Adjustment.
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Hypothesis 4: Illness representations o f personal control, medical control and 
treatment efficacy would be associated with better psychological adjustment.
This hypothesis was partially supported. The treatment efficacy component of illness 
representations was positively associated with self-esteem and all well-being scales, 
excluding depression and anxiety, to which it was negatively related (see Table 7). In 
terms of perceived illness controllability, no associations were found for perceptions 
of medical control. Perceived personal control was positively associated with self­
esteem (r = .507, p < .01), energy (r = .395, p < .01), positive well-being ( r = .474, p 
< .01) and total well-being (r = .550, p < .01) and was negatively related to depression 
(r = -.507, p < .01) and anxiety (r = -.616, p < .01), indicating that perceptions of 
personal control over illness episodes are associated with lower anxiety and 
depression scores and higher ratings of self-esteem and positive aspects of well-being.
Conversely, perceived situational control was negatively associated with self-esteem 
(r = -.615, p < .01), energy (r = -.502, p < .01), positive well-being (r = -.594, p < .01) 
and total well-being (r = -.636, p < .01), but positively related to depression (r = .545, 
p < .01) and anxiety (r = .673, p < .01).
Hypothesis 5: Perceptions o f threat and impact (Consequences component o f illness 
representations) would be associated with poor psychological adjustment.
Findings were consistent with this hypothesis. Both consequences scales of the 
illness representations measures (threat and impact) were negatively related to self­
esteem and to all well-being scales, with the exception of depression and anxiety (see 
Table 7). These latter two aspects of well-being were positively associated with 
perceptions of threat and impact of the illness, indicating that when illness situations 
are perceived as threatening or as having an impact, depression and anxiety are 
increased.
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Additional Findings
It was demonstrated that perceptions of external illness causality were negatively 
associated with four of the well-being scales: anxiety (r = .618, p < .01); energy (r = 
.589, p < .01); positive well-being (r = .507, p < .01) and total well-being (r = .592, p 
< .01) and also with self-esteem (r = .556, p < .01). However, perceptions of external 
illness causality were also positively related to the depression scale of well-being (r = 
.479, p < .01), implying that depression scores are increased when external 
attributions of illness causality are present, but other measures of psychological 
adjustment are reduced. No associations were found between perceptions of internal 
illness causality and measures of psychological adjustment.
The time-line component of illness representations was negatively associated with 
energy (r = -.364, p < .01), positive well-being (r = -.325, p < .01) and total well-being 
(r = -.325, p < .01), implying that perceptions of the illness as temporary are related to 
reduced levels of these aspects of well-being. In addition, time-line was positively 
associated with anxiety (r = .441, p < .01).
Hierarchical multiple regression analyses for illness representations and psychological 
adjustment, addressing Hypothesis 6, will be presented in subsequent sections.
3.3 Coping and Psychological Adjustment
Bivariate correlation analyses using Pearson’s Product Moment correlation were 
computed to investigate the relationship between coping style with demographic and 
illness variables and measures of psychological adjustment. Age was found to be 
negatively associated with confrontive coping (r = -.368, p < .01), indicating that use 
of this coping style decreases with age. Smaller negative associations were found 
between age and escape-avoidance coping (r = -.275, p < .05) and accepting 
responsibility (r = -.294, p < .05). Some small correlations were found between 
gender and coping style, where being female was associated with escape-avoidance
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coping (r = .278, p < .05), positive reappraisal (r = .294, p < .05) and accepting 
responsibility (r = .243, p < .05). Type or duration of illness was not related to coping 
style.
In addition, some associations were found between demographic and illness variables 
and measures of psychological adjustment. Age was negatively associated with 
depression (r = -.370, p < .01) and, to a lesser extent, with anxiety (r = -.259, p < .05), 
indicating reduced levels of these states with increasing age. Age was also positively 
related to energy (r = .312, p < .01), positive well-being (r = .364, p < .01) and overall 
well-being (r = .358, p < .01) and, to a lesser extent, with self-esteem (r = .276, p <
.05). More modest associations were found between being female and increased 
levels of anxiety (r = .254, p < .05) and illness duration and decreased levels of 
depression (r = -.246, p < .05). Type of diabetes was not found to be related to 
measures of psychological adjustment.
Independent T-tests were conducted in order to further explore the associations 
between gender and coping styles and measures of psychological adjustment.
Modestly significant differences were found between male and female participants on 
the coping scales of escape-avoidance (t = -2.371, p = .021, df = 67), positive 
reappraisal (t = -2.495, p = .015, df = 66) and accepting responsibility (t = -2.020, p = 
.048, df = 65). Differences were also found between anxiety ratings for male and 
female participants (t = -2.165, p = .034, df = 68).
Associations between coping styles and measures of psychological adjustment are 
presented in Table 8.
Hypothesis 7: The Emotion-focused coping styles o f distancing and escape-avoidance 
would be related to poorer psychological adjustment.
This hypothesis was largely supported. It can be seen that emotion-focused coping 
styles were associated with several measures of psychological adjustment. Distancing 
was positively related to anxiety (r = .453, p < .01) and depression (r = .388, p < .01) 
and negatively correlated with energy (r = -.289, p < .01), positive well-being (r = - 
.351, p < .01), total well-being (r = -.409, p < .01) and self-esteem (r = -.344, p < .01). 
Similarly, escape-avoidance coping was positively associated with anxiety (r = .803, p
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< .01) and depression (r = .678, p < .01), whilst being negatively related to energy (r = 
-.585, p < .01), positive well-being (r = -.690, p < .01), total well-being (r = -.759, p < 
.01) and self-esteem (r = -.715, p < .01). In accord with these findings, planful 
problem-solving was associated with self-esteem (r = .493, p < .01), energy (r = .316, 
p < .01), positive well-being (r = .373, p < .01) and total well-being (r = .411, p < .01) 
and negatively related to anxiety (r = -.398, p < .01) and depression (r = -.406, p < 
.01).
Coping
Scales
MEASURES OF PSYCHOLOGICAL ADJUSTMENT
Self-
Esteem
Well-
Being:
Anxiety
Well-
Being:
Depress­
ion
Well-
Being:
Energy
Positive
Well-
Being
Total
General
Well-
Being
Confrontive - - - -.344** - -
Distancing -.344.. .453*. .388** -.289** -.351** -.409**
Escape-
Avoidance
-.715** .803** .678** -.585** -.690** -.759**
Positive
Reappraisal
- - - - -
Planful
Problem-
Solving
.493** -.398** -.406** .316*. .373** .411*.
Accepting
Respons­
ibility
-.317** .308* .244* -.358** -.306* -.325**
Self-
Controlling
- - - - - -
Seeking
Social
Support
.445 ** -.352** -.309** .326.. .407*, .383..
»p < .05 »» p < .01
Table 8 .Significant Correlations between Coping Scales and Measures o f 
Psychological Adjustment.
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Additional Findings
Seeking social support, was negatively associated with anxiety (r -  -.352, p < .01) and 
depression (r = -.309, p < .01) and positively related to energy (r = .326, p < .01), 
positive well-being (r = .407, p < .01), total well-being (r = .383, p < .01) and self­
esteem (r = .445, p < .01). Conversely, the coping style of accepting responsibility 
was associated with higher scores for anxiety (r = .308, p < .01) and depression (r — 
.244, p < .01), but reduced scores for energy (r = -.358, p < .01), positive well-being (r 
= -.306, p < .01) and self-esteem (r = -.317, p < .01). Only one association was 
revealed for confrontive coping, which was a negative correlation with energy (r = - 
.344, p < .01). No associations were discovered for positive reappraisal or self­
controlling coping.
3.4 Predicting Psychological Adjustment from Illness Representations and 
Coping Style
In order to examine the relative influence of illness representations and coping style in 
predicting psychological adjustment to diabetes, separate hierarchical multiple 
regression analyses were conducted to concurrently predict aspects of adjustment 
from a combination of illness representations and coping style. Regression equations 
were computed with variables entered in a stepwise fashion as predictors in three 
blocks representing demographic and illness characteristics, illness representations 
and coping styles. Measures of psychological adjustment represented the dependent 
variables in each equation. Results are summarised in Tables 9 and 10. For the 
preliminary regression equations, demographic and illness variables were entered 
first, followed by illness representations and finally coping. With illness 
representations entered as the second block, incremental F  values were significant for 
all measures of psychological adjustment, with the exception of anxiety (df = 1, 57 p 
< .001 - < .05). The eight coping scales were entered as the third block. All F  
change statistics were significant (df = 8,49, p < .001 - < .01). The total proportion of 
variance accounted for was 76%, 76%, 65%, 75%, 82% and 74% for anxiety, 
depression, energy, positive well-being, total well-being and self-esteem respectively. 
The addition of coping style significantly improved the prediction, increasing the 
proportion of explained variability in psychological adjustment by between 8% and 
19%.
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D E PEN D E N T
V A R IA BLE S
R Multiple
R
Adjusted
R?
F
Change
P
Anxiety
• Block 1
• Block 2
Consequences (Threat) 
Time-Line
.300
.841
.902
.902
.075
.682
6.117
1.64
.253**
.176*
Personal Control 
• Block 3
Escape-Avoidance
.902 .902 .766 3.605**
-.256**
.451**
Denression
• Block 1
• Block 2
Consequences (Impact) 
Personal Control
• Block 3
.360
.812
.903
.903
.903
.903
.115
.631
.768
9.207**
9.706**
5.311***
.522***
-.225**
Confrontive 
Positive Reappraisal 
Accepting Responsibility 
Self-Controlling 
Escape-Avoidance
-.359**
-.363**
.382**
-.284*
.432*.*
Energy
• Block 1
• Block 2
.309
.717
.856
.856
.657
.463
6.535
5.683*
-.314**Cause (External) 
• Block 3 .856 .856 .657 5.034***
Confrontive 
Positive Reappraisal 
Self-Controlling
-.320*
.332*
.287*
Positive Well-Being
• Block 1
• Block 2
.352
.823
.901
.901
.110
.644
8.758**
7.252**
-.417***
-.253*
Consequences (Impact) 
Consequences (Threat) 
• Block 3 .901 .901 .757 4.332***
Escape-Avoidance 
Positive Reappraisal 
Accepting Responsibility 
Self-Controlling
-.343*
.444*.*
-.351**
.331*
Total General Well-Being
• Block 1
• Block 2
.347
.849
.931
.931
.106
.692
8.484*
15.181***
-.420***
.200*
Consequences (Impact) 
Personal Control 
• Block 3 .931 .931 .829 6.688***
Escape-Avoidance 
Positive Reappraisal 
Accepting Responsibility 
Self-Controlling
-.394**
.289**
-.310**
.391„*
* p < .05. **p ^ .01, *** p ^ .001
Block 1: Demographic/Illness Variables; Block 2: Illness Representation Scales; Block 3: Coping 
Scales
Table 9: Multiple Regression Analysis o f the Influence o f Demographic and Illness 
Variables, Illness Representations and Coping Style on Measures o f Psychological 
Adjustment.
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DEPENDENT
VARIABLE R
Multiple
R
Adjusted
R?
F
Change P
Self-Esteem
• Block 1
• Block 2
Consequences (Impact) 
Consequences (Threat) 
Treatment Efficacy 
Personal Control
.358
.856
.897
.897
.069
.657
2.171
7.948*.
-.257*
-.347**
.254**
.250**
• Block 3
Accepting Responsibility 
Self-Controlling Coping
.897 .897 .743 17.432*.*
-.429*.*
.493.**
» p<  .05. **p<.01, *** p < 001  ^ .
Block 1: Demographic/Illness Variables; Block 2: Illness Representation Scales; Block 3: Coping
Table 9 (Continued): Multiple Regression Analysis o f the Influence o f Demographic 
and Illness Variables, Illness Representations and Coping Style on Measures o f 
Psychological Adjustment
Examination of P weightings indicated that all coping scales made a significant 
contribution to the equation, with the exceptions of distancing and planful problem 
solving. Conffontive coping was negatively associated with depression and energy. 
Escape-avoidance was associated with anxiety and depression and was negatively 
related to positive well-being and total well-being, providing further support for 
Hypothesis 7 (escape-avoidance and distancing coping styles would be associated 
with poorer psychological adjustment). Positive reappraisal was associated with 
energy, positive well-being and total well-being, whilst being negatively related to 
depression. Similarly, self-controlling coping was associated with the three positive 
well-being scales and self-esteem and was negatively related to depression. 
Conversely, accepting responsibility was negatively related to positive well-being, 
total well-being and self-esteem, but positively associated with depression.
A second set of regression equations was computed in order to determine the relative 
influence of illness representations in explaining additional variance in psychological 
adjustment after the effects of demographic and illness variables and coping style had 
been controlled for. Results are summarised in Table 10.
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D E PEN D E N T
V A R IA BLE S
R Multiple
R
Adjusted
R*
F
Change
P
Anxiety
.300
.857
.874
.874
.874
.874
.075
.722
.748
6.117.
11.82...
7.308..
.658***
-.195*.
-203..
• Block 1
• Block 2
Escape-Avoidance 
Seeking social support
• Block 3 
Personal Control
Depression
.360
.790
.838
.838
.838
.838
.115
.605
.681
9.207..
13.226...
15.443...
.610**.
-.291..*
.348***
• Block 1
• Block 2
Escape-Avoidance 
Positive Reappraisal
• Block 3 
Consequences (Impact)
Energy
.309
.811
.836
.836
.836
.836
.081
.616
.655
6.535.
5.876.
7.318*.
-.505...
.267*.
-.483*.*
.349..
-284..
• Block 1
• Block 2
Escape-Avoidance 
Positive Reappraisal 
Confrontive 
Self-Controlling
• Block 3 
Cause (External)
Positive Well-Being
.352
.853
.867
.867
.867
.867
.110
.704
.726
8.758*.
16430...
5.491.
-.681***
.370***
-.227.
-.427.**
• Block 1
• Block 2
Escape-Avoidance 
Positive Reappraisal
• Block 3 
Cause (External) 
Consequences (Impact)
Total General Well-Being
.347
.856
.887
.887
.887
.887
.106
.714
.768
8.484.
19.005...
14.592...
-.687***
.301...
-.289***
• Block 1
• Block 2
Escape-Avoidance 
Positive Reappraisal
• Block 3 
Consequences (Impact)
Self-Esteem
• Block 1
• Block 2
Accepting Responsibility 
Planftd Problem Solving 
Escape-Avoidance 
Positive Reappraisal
• Block 3 
Consequences (Threat)
.358
.856
.875
.875
.875
.875
.069
.695
.727
2.171
6.184.
7.558..
-.256*
.249.
-.481***
316..
-.241**
* p < .05. **p < .01, *** p < .001 .
Block 1: Demographic/Ulness Variables; Block 2: Coping Scales; Block 3: Illness Representation
Table 10: Multiple Regression Analysis o f the Influence o f Demographic and Illness 
Variables, Coping and Illness Representations on Measures o f Psychological 
Adjustment.
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As with the previous equation, demographic and illness variables were entered first, 
however coping scales were then entered as the second block, with illness 
representations entered as the third block. With coping scales entered as the second 
block, incremental F  values were significant for all measures of psychological 
adjustment (df = 1,59, p < .001 - < .05).
For the third block, illness representations, F  change statistics were significant for all 
measures of psychological adjustment (df = 1, 58, p < .001 - < .05). The total 
proportion of variance accounted for was 74%, 68%, 65%, 72%, 76/o and 72/6 for 
anxiety, depression, energy, positive well-being, total well-being and self-esteem 
respectively. The addition of illness representations significantly improved the 
prediction, increasing the proportion of explained variability in psychological 
adjustment by between 2% and 8%.
Those variables making a significant contribution to the equation were: cause 
(external), consequences (impact), consequences (threat) and perceived personal 
control. A perception of external illness causality was negatively related to energy 
and positive well-being. Perceiving the consequences of diabetes as having an 
impact, was associated with depression, whilst being negatively related to positive 
well-being and total well-being. Perceived threat of diabetes was negatively related to 
self-esteem. In terms of control, perceived personal control was negatively related to
anxiety.
To summarise this section, having controlled for demographic and illness 
characteristics, both illness representations and coping style were demonstrated to 
significantly contribute to the prediction of variance in measures of psychological 
adjustment. This provides support for Hypothesis 6 (illness representations would 
predict a significant proportion of the variance in psychological adjustment).
However the predictive power of illness representations was not as significant as for
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coping style, indicating that coping style plays a greater role in influencing 
psychological adjustment.
A comparison of the predictive power of illness representations when entered in the 
second and third blocks indicated that several components of illness representations 
become less significant predictors of measures of psychological adjustment when 
coping scales were entered as block 2. For anxiety, consequences (threat) and time­
line lost their predictive power when coping scales are entered as block 2. Personal 
control was no longer a significant predictor of depression or total general well-being 
when coping scales were entered and consequences (threat) did not predict positive 
well-being with the addition of coping scales into the equation. Finally, for self­
esteem measures, consequences (impact), treatment efficacy and personal control lost 
their predictive power with the addition of coping scales. These findings suggest that 
the effects of certain illness representations on measures of psychological adjustment 
may be mediated by coping style. More specifically, it was noted that the coping style 
of escape-avoidance emerged as a significant predictor of all measures of 
psychological adjustment when coping scales were entered as block 2. This would 
appear to intimate that escape-avoidance is a critical coping style involved in the 
interaction between illness representations and measures of psychological adjustment. 
Positive reappraisal also emerged as a significant predictor on all measures of 
psychological adjustment with the exception of anxiety.
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4. DISCUSSION
The present study investigated the role of illness representations and coping in 
psychological adjustment to diabetes, within the framework of Leventhal et al. s’
(1980) self-regulation model. Overall, the data provided support for the theories 
inherent to this model: that illness representations guide coping and that both illness 
representations and coping influence aspects of psychological adjustment to diabetes.
In order to interpret and clarify the nature of the obtained results, the discussion will 
be organised according to individual areas of enquiry, addressing clinical and 
theoretical implications. Limitations of the study will be considered and directions for 
future research will be suggested.
4.1 Illness Representations and Demographic/Illness Variables
Age was the only demographic variable found to be associated with illness 
representations. Older participants were less likely than younger participants to 
perceive threatening consequences of their diabetes and also did not perceive their 
illness to have as great an impact. This finding may be due to greater familiarity with 
the nature of the illness with increasing age and a subsequent decrease, or 
desensitisation, of fears and anxieties regarding its potential consequences. Similarly, 
greater knowledge and expertise in managing the illness acquired through practice 
may have had a similar deconditioning effect, although no associations were found for 
illness duration. Alternatively, it may be that the younger participants were more 
concerned with possible future deterioration and potential consequences, whereas the 
older persons were not so friture oriented (Rakowski, 1988). In relation to this, the 
impact of the illness on lifestyle may have been less with older age.
Age was also associated with perceptions of treatment efficacy, indicating that older 
participants believed more strongly in the importance of recommended interventions 
for controlling their diabetes and preventing friture complications. This contradicts 
previous findings (Hampson et al., 1990), which revealed that middle-aged patients 
believed more strongly in the importance of treatment for their diabetes when 
compared with older patients. However, Hampson et al. s’ study excluded participants
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below the age of 40 years and also confined their sample to women. It is possible that 
the inclusion of younger participants and men in the present study reflected age 
differences in perceptions of treatment efficacy more accurately. Such differences 
may have stemmed from greater experience in the use of different treatments, 
although no effects were found for illness duration. Generational differences may 
have accounted for the findings, as older participants may have believed more in the 
knowledge and authority of medical professionals and consequently adhered more 
closely to recommended self-care activities. Alternatively, as the sample comprised 
individuals attending an outpatient clinic, the participants may have represented those 
patients who were more engaged with their health care regimens, although this would 
not necessarily account for the age differences discovered.
No associations were found for type of illness, which may have been due to the 
relatively small proportion of participants with a diagnosis of insulin-dependent 
diabetes (28), as opposed to those with non insulin-dependent diabetes (42). Duration 
of illness was also found to be unrelated to illness representations.
4.2 Illness Representations and Coping Style
Several associations were discovered between the specific components of illness
representations and the coping strategies adopted by participants. In general, avoidant
coping styles (escape-avoidance and distancing) were related to perceptions of
external illness controllability (medical control and situational control). This would
suggest that external control orientations result in the use of avoidant coping
strategies, which is consistent with findings proposing that an external locus of control
is less likely to promote active, problem-focused coping and self-care behaviour (e.g.
McClearn & Pietroni, 1990). However, in the present study, it was reported that
escape-avoidance coping was also associated with perceptions of personal control.
This implies that individuals with more internal perceptions of control also engage in
avoidant coping to manage certain situations. It is possible therefore that choice of
coping response is more a function of the specific situation and its associated
emotions than with any particular locus of control orientation. In diabetes, there is a
need to respond in a flexible manner to illness episodes, at times taking the initiative
and managing the situation oneself and at other times, seeking medical or other advice
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(Peyrot & McMurry, 1984). Choice of coping strategy may vary accordingly and this 
is consistent with LeventhaVs self-regulation model, which depicts coping as being a 
dynamic process, operating along a constant feedback loop which integrates 
experiences and behaviour with perceptions and awareness on a moment-by-moment 
basis. In relation to this, planful problem-solving was related to both personal control 
and situational control, again emphasising the variation in perceptions of control and 
subsequent coping styles adopted.
Perceptions of treatment efficacy were also related to escape-avoidance and planful 
problem-solving. It would appear somewhat counter-intuitive that beliefs in the 
importance of active self-care behaviours would be related to an avoidant coping 
style. However, this may represent a subgroup of participants who, although 
believing in the efficacy of treatment, were not actually engaging in them. A smaller 
association was found between treatment efficacy and planful problem-solving, 
possibly reflecting those participants who did follow through on their beliefs about the 
importance of methods for controlling their diabetes and preventing complications. 
This discrepancy between perceptions of treatment efficacy and coping behaviours 
raises possible concerns regarding the reliability of predicting an individual’s 
likelihood to engage in self-care behaviours from their stated beliefs in the importance 
and effectiveness of such behaviours. However, Hampson et al. (1990) found that 
perceptions of treatment efficacy did, in fact, predict engagement in self-care 
activities. Therefore, it may be that escape-avoidance coping constitutes a response to 
the emotional aspects of illness episodes, rather than to the self-care activities, or 
objective features involved in them. Individuals believing more strongly in the 
importance of treatment guidelines and who engage in them more frequently, may 
experience a higher degree of disruption in their lives and hence greater subjective 
distress as a result. Consequently, they may employ escape-avoidance coping to 
manage this distress. However, the present study did not include measures of self- 
care activities, therefore this proposal is merely speculative, though posing interesting 
questions for future research.
Perceptions of treatment efficacy were reported more frequently by those participants
who were inclined to seek social support. This finding may be due to the need for
emotional or practical support engendered by the demands of engaging in treatment
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regimens. Alternatively, believing in the importance of recommended self-care 
activities may reflect an individual’s willingness or inclination to seek advice and 
support from others.
Internal perceptions of illness causality were strongly related to confrontive coping, 
positive reappraisal and planful problem-solving. This would indicate that internal 
attributions regarding the cause of one’s illness lead to the adoption of more problem- 
focused coping responses and a tendency to focus on the positive aspects of illness 
episodes. In line with this, external perceptions of illness causality were associated 
with the emotion-focused coping styles of escape-avoidance and distancing and 
negatively associated with seeking social support. This suggests that believing in 
extraneous causes for one’s illness reduces the likelihood of actively addressing 
illness related problems and seeking support and advice. This is consistent with 
previous suggestions that constructs of past personal responsibility may be associated 
with a greater sense of current personal responsibility for aspects of self-care 
(Hampson et al., 1995). However, in the present study, associations were also found 
between both external and internal perceptions of illness causality and accepting 
responsibility and self-controlling coping, indicating that these coping responses are 
employed whether external or internal attributions are made. Once again, this may 
reflect the dynamic nature of coping and the flexibility and variability required in 
managing the multitudinous aspects of diabetes. That is, whilst problem-focused and 
emotion-focused, particularly avoidant, coping styles may broadly differentiate 
between participants with internal or external attributions regarding the cause of their 
diabetes, accepting responsibility and self-controlling coping may be adopted in 
specific situations regardless of the direction of these attributions. For example, an 
individual may believe that their diabetes was caused by external influences 
originally, but may nevertheless take responsibility and employ self-controlling 
measures to deal with subsequent illness episodes, such as experiencing a 
hypoglycaemic attack.
With regard to the consequences component of illness representations, both threat and
impact were associated with the use of avoidant coping styles (escape-avoidance and
distancing). This may be due to the emotional consequences of such perceptions and
the level of distress they evoke, which precludes any active, problem-focused
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approach. This will be discussed further in subsequent sections. However, 
associations were also found between perceptions of threat and impact and 
confrontive coping, accepting responsibility and self-controlling coping, suggesting 
once more that a range of coping styles may be adopted in given situations and whilst 
perceptions of threat or impact may result in avoidance or distancing during some 
episodes, in others they may produce the motivation to confront the problem, accept 
responsibility for it and engage in self-controlling behaviour. This is consistent with 
the wider coping literature, which indicates that choice of coping response is situation 
specific (e.g. Coyne et al., 1981; Lazarus, 1966; Lazarus, 1981; Lazarus & Folkman, 
1984).
Multiple regression analyses indicated that all components of illness representations 
contributed to predictions of variation in coping style and that illness representations 
and coping were related in a conceptually meaningful way, generally in line with the 
bivariate correlations previously described. However, having controlled for the 
effects of age, gender and type and duration of diabetes, clearer relationships emerged 
between illness representations and coping. Perceptions of internal illness causality 
were related to the use of planful problem-solving, positive reappraisal and self­
controlling coping, whilst external attributions regarding illness causality appeared to 
be associated with coping responses characterised by escape-avoidance and less use of 
social support systems. This provides firmer support for the theory that a past sense 
of personal responsibility results in more conscientious efforts to manage one’s 
diabetes (Hampson et al., 1990). Perceptions of personal control were related to 
planful problem-solving and less use of escape-avoidance, which is consistent with 
theories of an internal control orientation resulting in more active health care 
behaviour (e.g. Wallston & Wallston, 1982; Oberle, 1991). Similarly, participants 
expressing beliefs about medical control reported greater use of escape-avoidance and 
sought support from others; whilst those describing perceptions of situational control 
also reported using escape-avoidance and were less likely to engage in confrontive 
coping or planful problem-solving. Perceptions of treatment efficacy were again 
found to be associated with positive reappraisal and seeking social support and also to 
confrontive coping.
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To summarise this section. Hypothesis 1, which postulated that representations of 
treatment efficacy and internal or personal illness controllability would be related to 
the adoption of problem-focused coping, was partially supported by the results of this 
study. Although bivariate analyses indicated that perceptions of treatment efficacy 
and internal control resulted in both problem-focused and avoidant coping styles, 
when other variables were controlled for, these components of illness representations 
emerged as more clearly related to a problem-focused approach. Results were also 
consistent, in general, with hypothesis 2 (representations of threat would be associated 
with the use of emotion-focused coping). Perceptions of threat and impact were 
reported by participants who were engaging in emotion-focused coping, although 
confrontive coping and accepting responsibility were also related to these illness 
representation. Overall, illness representations predicted a significant amount of the 
variance in the coping styles reported by the sample. Although it was possible to 
associate certain components of illness representations with particular coping styles, 
some variation was noted, possibly indicating that additional factors may have been 
mediating between perceptions of an illness episode and the coping style adopted to 
manage it. Such factors may have included the nature of the illness episode, 
associated emotions and psychological distress, individual personality traits or 
environmental variables. For example, whilst a person may adopt a sense of personal 
control with regard to testing their blood sugar and consequently engage in problem- 
focused coping, they may perceive having their eyes checked as being within the 
realms of medical control and due to lack of time or resources, or particular fears 
about acting on this, may endorse an avoidant coping style for a time in order to 
manage both the behavioural aspects of this task and the resulting anxiety, guilt, etc. 
evoked by it. This is consistent with the self-regulation model, which portrays the 
constant integration and assimilation of experience with memory and awareness, 
which subsequently inform the fostering of perceptions and coping in response to 
specific illness episodes.
4.3 Illness Representations and Psychological Adjustment
Several associations were found between components of illness representations and
measures of psychological adjustment. In general, it was found that internal
perceptions of illness controllability (personal control) were reported by participants
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who scored higher on positive aspects of well-being (energy, positive well-being and 
overall well-being) and self-esteem and lower on depression and anxiety. In line with 
this, those expressing beliefs about situational control yielded the opposite profiles,
i.e. they scored lower on positive aspects of well-being and self-esteem and higher on 
depression and anxiety. Therefore, it would appear that these findings are consistent 
with previous assertions that an internal locus of control is conducive to good 
psychological adjustment (Harris et al., 1984; Nicassio et al., 1985). However, 
perceptions of treatment efficacy were also found to be associated with higher self­
esteem and well-being and lower depression and anxiety, suggesting that belief in the 
importance of following recommended self-care guidelines may also be an inherent 
aspect of successful psychological adaptation to diabetes. This may reflect the 
responsibility taken by an individual with perceptions of personal control to engage in 
self-care activities and adhere to their treatment regimens and is somewhat in accord 
with proposals that an intermediate position with regard to locus of control, e.g. strong 
perceived medical control combined with strong perceived personal control, is 
optimal for successful adaptation (Bradley, 1995; Peyrot & McMurry, 1984). 
However, as perceived medical control was not found to be an important factor in the 
present study, it may be that personal control combined with perceptions of treatment 
benefits is the most effective control orientation, at least with regard to psychological 
adjustment. The association of treatment efficacy with self-esteem and positive 
aspects of well-being may reflect an individual’s need to believe in the importance of 
the self-care behaviours they are engaging in, if they are able to accommodate the 
disruption and possible distress this creates. This may be related to the association 
between perceptions of treatment efficacy and positive reappraisal previously 
discussed, in that engaging in self-care behaviours may require the individual to focus 
on positive aspects of their situation if psychological distress is to be minimised.
Perceived consequences of diabetes involving threat and impact were reported by
participants exhibiting higher levels of anxiety and depression and lower levels of
self-esteem and well-being. This is consistent with previous studies investigating the
role of illness representations in other chronic illnesses, which have reported that
perceived illness severity and impact were associated with increased psychological
distress (Earll, Johnston & Witchell, 1993; Moss-Morris et al., 1996). Furthermore,
perceptions of threat and impact are similar to the cognitive appraisal process
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described by Lazarus & Folkman (1984) in their stress and coping theory, whereby a 
primary appraisal of an event involves determining whether it is threatening or 
challenging, which then guides subsequent coping. Appraisals of threat or potential 
harm have also been related to increased levels of depression (Coyne et al., 1981). 
Such perceptions of threat and impact could represent a useful target for intervention, 
in that and individual’s perceptions of specific consequences of their diabetes could 
be explored and possibly restructured in a manner which is less threatening, 
promoting the adoption of more adaptive behaviour and coping responses.
Attributions of illness causality were not found to impact in any clear fashion upon 
measures of psychological adjustment. Participants reporting external causes for their 
diabetes exhibited lower scores for all positive aspects of well-being and self-esteem 
and also for anxiety, but scored higher on the depression scale. This would suggest 
that believing one’s diabetes was caused by external factors is generally detrimental to 
psychological adjustment, possibly because it results in a reduced sense of 
responsibility for managing the illness and therefore less active self-care efforts. The 
finding that external attributions of illness causality resulted in lower reported anxiety 
levels may be explained by a passive acceptance of the illness, which would obviate 
any fears or concerns about having contributed to its development or course. Internal 
attributions of illness causality did not appear to influence psychological adjustment, 
therefore suggestions that possessing a causal theory about one’s illness is related to 
better adjustment (e.g. Tumquist et al., 1988) were not substantiated in the present 
study. It is likely that optimal perceptions of causality may vary according to type of 
diabetes and may involve a combination of internal and external attribution. Such 
comparisons were beyond the scope of the present study.
Participants who perceived their diabetes as a temporary illness reported poor 
psychological adjustment, characterised by reduced energy, positive well-being and 
overall well-being, as well as increased anxiety. As diabetes is not an acute condition, 
this perception is unrealistic and may therefore represent a form of avoidance coping, 
characterised by a lack of self-care efforts and accompanied by emotional distress and 
anxiety as the person is told by clinicians, and their ongoing symptoms inform them, 
that their illness will, in fact, be chronic. Alternatively, perceptions of the illness as
being temporary may be reported by those whose symptoms are well controlled or not
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particularly severe. Consequently, symptoms of anxiety and generally reduced well­
being may arise from concerns that their condition may deteriorate, or from symptoms 
which are ignored or minimised.
To summarise this section, illness representations were found to be associated with 
measures of psychological adjustment in accordance with the predictions made. 
Hypothesis 4 -  illness representations of personal control, medical control and 
treatment efficacy would be associated with better psychological adjustment -  was 
partially supported, although it was the combination of perceived personal control and 
treatment efficacy which was discovered to be optimal for more successful 
adjustment. Support was also found for Hypothesis 5, that perceptions of threat and 
impact would be associated with poor psychological adjustment. The possible role of 
coping style in mediating between illness representations and adjustment was alluded 
to and this will be expanded in subsequent sections.
4.4 Coping and Demographic/Illness Variables
Age was found to relate to coping style, in that increasing age resulted in less use of
confrontive coping and to a lesser extent, with less use of escape-avoidance and
accepting responsibility. Confrontive coping is described as involving aggressive
attempts to alter the situation and also suggests a degree of hostility and risk-taking
(Folkman et al., 1986). Older participants may have been less inclined to behave
aggressively in response to illness episodes, possibly due to physical frailty or less
tolerance of this type of behaviour. Alternatively, the nature of stressful situations
experienced by the older participants may have been qualitatively different from those
experienced by younger participants, resulting in the use of different coping styles.
The less frequent adoption of escape-avoidance reported by older persons may be due
to their lower perceptions of threat and impact, previously described, which, as
discussed, were associated with this form of coping. Alternatively, older participants
may have developed greater expertise and experience in coping with stressful
situations and not have needed to respond in an avoidant manner. Accepting
responsibility is characterised by acknowledging one’s role in a problem with a
concomitant theme of trying to put things right for the future (Folkman et al., 1984).
For older participants, they may not have perceived the need to behave differently in
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the future, possibly being more established in their own ways of managing their 
illness and being less future oriented (Rakowski, 1988).
Associations were also found between gender and coping style, where female 
participants reported more frequent use of escape-avoidance, positive reappraisal and 
accepting responsibility. This difference between male and female participants in the 
use of the above coping styles was supported with Independent t-tests. Escape- 
avoidance may be a preferred strategy for women with families to care for and who do 
not wish the demands of their diabetes to interfere with this. Similarly, positive 
reappraisal would enable women to manage the distress and challenges of their illness 
by focusing on positive elements of specific situations. Accepting responsibility may 
be more natural for women, who may be used to caring for others and taking a lead 
role in coping with illness-related problems. Future research could explore these 
theories by comparing the ways in which women of different ages and social 
situations differ in their use of coping strategies.
4.5 Coping and Psychological Adjustment
In accord with previous findings (e.g. Feifel et al.,1987; Lambert, 1981, White et al.,
1992), avoidant coping styles (escape-avoidance and distancing) were associated with
poorer psychological adjustment, characterised by increased anxiety and depression
and reduced levels of energy, positive well-being, overall well-being and self-esteem.
This would suggest that coping responses involving wishful thinking, behavioural
efforts to escape from stressful situations and detaching oneself from them (Folkman
et al., 1984) are detrimental to psychological adjustment to diabetes. Such a finding
would appear logical given the nature of diabetes and its inherent requirements for
continuous self-monitoring and engagement in self-care activities. Avoiding the
demands associated with diabetes may exacerbate symptoms, which would affect
aspects of well-being and possibly elicit negative emotions, such as guilt, fear and a
sense of being powerless, which may in turn, affect mood and self-esteem.
Furthermore, poorer psychological adjustment was also related to perceptions of
threat or impact, which were in turn associated with the use of escape-avoidance and
distancing. This may indicate that avoiding perceptions of threat and impact serves to
exacerbate the negative emotions they engender. This will be considered further in
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subsequent sections addressing regression analyses of the inter-relationships between 
illness representations, coping and psychological adjustment.
In relation to the above findings, planful problem-solving was associated with higher 
reported energy, positive well-being, overall well-being and lower ratings of anxiety 
and depression. This reinforces the suggested benefits of employing a problem- 
focused approach for psychological adjustment.
Anxiety and depression were exhibited less frequently by participants who used 
seeking social support as a coping strategy. Seeking social support also resulted in 
increased energy, positive well-being, overall well-being and self-esteem. This 
finding is consistent with previous studies which have reported that the availability of 
social support is important for successful adaptation to a chronic illness, both in terms 
of quality of life and psychological adjustment and physical functioning (Aalton, 
Uutela & Aro, 1997; Carpenter, Harisson, Rountree & Jones, 1983; Connell et al., 
1994).
Conversely, accepting responsibility was associated with increased anxiety and 
depression and reduced levels of energy, positive well-being, overall well-being and 
self-esteem. This would appear somewhat counter-intuitive as accepting 
responsibility, as previously mentioned, involves attempts to rectify the problem 
situation, as well as acknowledging one’s role in the problem (Folkman et al., 1984). 
However, in the management of diabetes, recognising that one is responsible, or at 
fault, for illness episodes, such as hypoglycaemia, may be disheartening and evoke 
possible feelings of guilt and a sense of failure. In addition, certain symptoms of 
diabetes may occur without any identifiable trigger, therefore accepting responsibility 
for these may be due to inaccurate perceptions or appraisals of one’s behaviour and a 
subsequent sense of confusion, disempowerment or lack of control. Furthermore, 
attempts to rectify matters may be only partially successful, or tempered with the 
awareness that they may go wrong again.
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A final association was revealed between confrontive coping and reduced levels of 
energy. This may be due to the energy expended in responding to problems in the 
aggressive and risk-taking manner characteristic of confrontive coping, depleting 
overall levels of energy.
To summarise this section. Hypothesis 7, which postulated that escape-avoidance and 
distancing would be related to poorer psychological adjustment, was largely 
supported. Escape-avoidance, distancing and accepting responsibility were found to 
be detrimental to psychological adjustment, whilst planful problem-solving and 
seeking social support were found to enhance aspects of well-being and self-esteem. 
This would suggest that an individual’s coping style may be a useful focus of 
treatment, where avoidance responses to illness situations could be modified and 
replaced with a more problem-focused approach and the use of social support systems 
where possible.
4.6 Psychological Adjustment and Illness/Demographic Variables
Older participants exhibited lower ratings of depression and anxiety and increased 
levels of energy, positive well-being, overall well-being and self-esteem. This would 
suggest that psychological adjustment to diabetes improves with increasing age. This 
finding is inconsistent with reported levels of depression amongst older adults in the 
general population, which have been found to be higher than for younger people (e.g. 
Woods & Britton, 1985). This discrepancy may be due to the measures of well-being 
employed in the present study (incorporating a depression scale), which were 
designed for use with diabetes sufferers and, as such, excluded many of the somatic 
indices of depression, which may account for the high prevalence of depression 
amongst older adults in the general population. The superior levels of psychological 
adjustment reported by older participants in the present study could be attributed to 
greater experience with the disruptive effects of diabetes, and with coping with 
stressful situations in general, resulting in reduced levels of psychological distress. 
That is, with increasing age, individuals may become more accustomed to the 
demands of their diabetes and experience less extreme psychological reactions to 
them. This is supported by the finding that a longer illness duration was associated 
with decreased levels of depression.
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Being female was modestly associated with higher ratings of anxiety and independent 
t-tests supported this difference between male and female participants. This may be 
due to women having families to care for, as well as managing their diabetes.
Engaging in self-care activities may represent an added pressure and interfere with 
other roles, creating symptoms of anxiety. However, the present study did not explore 
social factors, therefore this would be an interesting issue for future research. 
Alternatively, this finding is in line with prevalence rates of anxiety in the general 
population, which have been reported as higher amongst women than men (American 
Psychiatric Association, 1995).
4.7 Predicting Psychological Adjustment from Illness Representations and 
Coping Style
Regression analyses indicated that both illness representations and coping style 
predicted variance in measures of psychological adjustment. After controlling for the 
effects of demographic/illness variables and illness representations, coping scales led 
to a significant increase in the variance explained, although distancing, seeking social 
support and planful problem-solving did not contribute to the predictive power of 
coping style. Otherwise, relationships between individual coping scales and measures 
of psychological adjustment were generally in accord with the bivariate analyses 
previously described. Escape-avoidance coping led to higher ratings of depression 
and anxiety and reduced levels of positive well-being and total well-being. Accepting 
responsibility also resulted in increased depression and reduced positive well-being, 
general well-being and self-esteem. Positive reappraisal emerged as an influential 
coping style, reducing levels of depression, whilst increasing positive aspects of well­
being. This would appear to be a logical relationship, as positive reappraisal is 
characterised by focusing on personal growth and positive meanings within a situation 
(Folkman et al., 1984) and is therefore likely to enhance well-being and minimise 
negative emotional responses. A further coping style found to be conducive to good 
psychological adjustment was self-controlling coping, which is characterised by 
efforts to regulate one’s feelings and actions (Folkman et al., 1984). As diabetes is an 
ongoing, chronic condition, the regulation of emotions associated with its demands
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would appear to be an adaptive response, as it would prevent illness episodes from 
interfering too extensively with daily life.
The failure ofplanfril problem-solving, distancing and seeking social support to 
contribute to the power of coping style in predicting psychological adjustment would 
appear contradictory, given the significant relationships demonstrated with bivariate 
analyses. This may be due to the relatively small sample and the consequent fairly 
low ratio of cases to variables involved in the regression analyses, which, combined 
with the stepwise procedure employed (which excludes all non-significant variables 
from the final equation), would provide a conservative estimate of the weightings of 
individuals variables. Other coping styles may have emerged as being more strongly 
related to measures of psychological adjustment than distancing, planful problem­
solving and seeking social support, which may have been subsequently excluded from 
the analysis. A larger sample size could possible evaluate the relative influences of 
these coping scales more effectively, in order to support previous findings that 
problem-focused coping was predictive of good adjustment and avoidant coping was 
predictive of bad adjustment (Bombardier, Amico & Jordan, 1990; Felton et al., 1984; 
Kemp et al., 1999). Nevertheless, the results of the present study provided strong 
support for the influence of coping style on psychological adjustment to diabetes.
Furthermore, having controlled for the effects of demographic/illness variables and 
coping styles, it was found that illness representations also accounted for significant 
proportions of additional variance in psychological adjustment, although this was not 
as considerable an effect as for coping style. Those variables significantly 
contributing to the predictive power of illness representations were perceptions of 
threat and impact, attributions of external illness causality and perceived personal 
control. In general, the relationships revealed replicated those found with bivariate 
analyses.
Perceptions of threat resulted in reduced self-esteem and perceived impact was also
associated with higher levels of depression and lower levels of positive well-being
and total well-being. Attributions of external illness causality resulted in lower levels
of energy and positive well-being. Finally, perceived personal control was reported
by participants demonstrating lower anxiety ratings. Although the relative influence
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of illness representations in predicting psychological adjustment was not as 
pronounced or pervasive as indicated by bivariate analyses, this may be due to the 
conservative nature of the regression analyses previously discussed, which would only 
depict the most significant relationships. However, a significant influence of illness 
representations upon measures of psychological adjustment was demonstrated despite 
this, providing support for Hypothesis 6.
The present study aimed to evaluate the independent contributions of coping and 
illness representations on adjustment, having first controlled for the effects of 
demographic and illness variables, and also to explore the possibility that the effects 
of illness representations upon psychological adjustment were mediated by coping 
style, as predicted by the self-regulation model. A comparison of the relative 
significance of illness representations in predicting psychological adjustment 
indicated that the influence of some specific components were altered after the 
addition of coping scales into the regression equation. Previous studies investigating 
other chronic illnesses have demonstrated that illness representations guide coping 
and possibly exert a combined influence on psychological adjustment (Earll et al., 
1993; Moss-Morris et al., 1996) and the present study provided further support for this 
theory with diabetes sufferers. However, these proposals require additional analysis 
of interactions, based on specific hypotheses. Based on the findings of the present 
study, it has been suggested that perceptions of threat may lead to escape-avoidance 
coping, which combined effect may adversely influence psychological adjustment. 
This would be consistent with previous studies showing that an avoidant coping style 
is related to poorer psychological adjustment (e.g. Felton et al., 1984; White et al., 
1992) and also that perceptions of threat exert a negative influence on psychological 
adjustment (e.g. Earll et al., 1993; Moss-Morris et al., 1996). Furthermore, it was 
speculated in the present study that positive reappraisal may mediate between various 
components of illness representations and psychological adjustment in a beneficial 
manner. Some evidence was also found for perceptions of personal control, treatment 
efficacy and impact of the illness being mediated by coping style in their effect on 
psychological adjustment. Such conjectures require further exploration and 
investigation.
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4.8 Limitations of the Present Study and Directions for Future Research
A number of methodological issues in the present study require consideration as part 
of an evaluation of its findings. Firstly, as previously mentioned, the relatively low 
sample size meant that the statistical methods employed may have yielded 
conservative results. Therefore, the likelihood of making Type II errors and assuming 
false negative results was increased. Consequently, many relationships between 
variables, particularly within regression equations, may have been excluded.
Secondly, it was not possible to qualitatively examine the responses in the “Ways of 
Coping” questionnaire, which related to the nature of the stressful situations 
experienced, as the majority of participants did not complete this section. It is 
possible that the nature and severity of particular problems against which participants 
rated their use of coping strategies may have varied between individuals and this 
information could have benefited the interpretation of other obtained results.
Thirdly, the cross-sectional design of the study and correlational nature of the data 
meant that direct causal interpretations could not be made. Although suggestions 
were made regarding reciprocal relationships between elements of the self-regulation 
framework, a longitudinal, prospective design would be necessary to elucidate the 
nature of these relationships. Finally, given the low response rate of potential 
participants, questions remain regarding the representativeness of the sample. Those 
participants motivated to attend the clinic and complete the questionnaires may have 
also been more engaged in self-care behaviours and better adjusted to their diabetes. 
Alternatively, the response rate may have been connected to cultural differences, for 
example language barriers in being able to understand and respond to the 
questionnaire, which would also have biased the sample.
Future research is necessary to further explore the reciprocal relationships between
illness representations, coping and psychological adjustment to diabetes and possible
mechanisms whereby appraisals of coping outcomes are fed back to influence
perceptions and future coping. In addition, further studies could usefully address
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possible cultural and social variations in perceptions of diabetes and how they impact 
upon choice of coping style and psychological adjustment. Finally, the possible role 
of other factors, such as personality traits and environmental variables, in mediating 
between illness representations and coping could be explored.
4.9 Conclusions
Despite the methodological limitations described above, the present study makes 
several contributions to the existing literature. Firstly, the findings support the 
increasing recognition that illness representations play a significant role in 
understanding the impact of a chronic illness such as diabetes. Secondly, the data 
indicate both that illness representations may contribute to the choice of coping style 
and that the influence of illness representations on psychological adjustment may be 
mediated by coping responses which may vary across specific situations. This is 
concordant with the self-regulation theory of illness proposed by Leventhal and 
colleagues (e.g. Leventhal et al., 1980; Leventhal et al., 1984), which proposes that 
perceptions of an illness-related situation affect both coping responses and the 
emotional reaction to a situation and that these factors operate within a feedback loop. 
That is, whilst illness representations may initially affect emotional reactions to an 
illness situation and subsequent coping responses independently of other factors, 
greater experience results in increased integration of these processes and a more 
combined effect. Finally, the results suggest that interventions could usefully address 
certain illness representations and coping styles in order to improve psychological 
adjustment to a chronic illness such as diabetes.
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APPENDIX 1: The Well-Being Questionnaire
Please circle a number on each of the following scales to indicate how often you feel 
each phrase has applied to you in the past few weeks.
All Not
the time at all
1. I feel that I am useful and needed. 3 2 0
2. I have crying spells or feel like it. 3 2 0
3. I find I can think quite clearly. 3 2 0
4. My life is pretty full. 3 2 0
5. I feel downhearted and blue. 3 2 0
6. I enjoy the things I do. 3 2 0
7. I feel nervous and anxious. 3 2 0
8. I feel afraid for no reason at all. 3 2 0
9. I get upset easily or feel panicky. 3 2 0
10.1 feel like I’m falling apart and going 3 2 0
to pieces.
11.1 feel calm and can sit still easily. 3 2 u
12.1 fall asleep easily and get a good 3 2 0
night’s rest.
13.1 feel energetic, active or vigorous. 3 2 u
14.1 feel dull or sluggish. 3 2 0
15.1 feel tired, worn out, used up or 3 2 0
exhausted.
16.1 have been waking up feeling fresh 3 2 0
and rested.
17.1 have been happy, satisfied or pleased 3 2 0
with my personal life.
18.1 have felt well adjusted to my life 3 2 0
situation.
19.1 have lived the kind of life I wanted to. 3 2 0
20.1 have felt eager to tackle my daily 3 2 0
tasks or make new decisions.
21.1 have felt I could easily handle or 3 2 0
cope with any serious problem or 
major change in my life.
22. My daily life has been full of things 3 2 0
that were interesting to me.
Please make sure that you have considered each of the 22 statements and have 
circled a number on each of the 22 scales.
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APPENDIX 2: ILLNESS PERCEPTION QUESTIONNAIRE 
CAUSE (ITEMS I -101 AND TIME-LINEdTEMS 11-131
We are interested in your own personal views of how you now see your 
illness. Please indicate how much you agree or disagree with the following 
statements about your illness.
Strongly Agree Neither Disagree Strongly 
Agree Agree nor Disagree
Disagree
A germ or virus caused my illness 0 0 0 0 0
Diet played a major role in causing 0 0 0 D 0
my illness.
Pollution of the environment caused 0 0 0 0 0
my illness.
My illness is hereditary -  it runs in 0 0 0 0 0
my family.
It was just by chance that I became 0 0 0 0 0
ill.
Stress was a major factor in causing 0 0 0 0 0
my illness.
My illness is largely due to my own 0 0 0 0 0
behaviour.
Other people played a large role in 0 0 0 0 0
causing my illness.
My illness was caused by poor 0 0 0 0 0
medical care in the past.
My state of mind played a major 0 0 0 0 0
part in causing my illness.
My illness will last a short time. 0 0 0 0 0
My illness is likely to be permanent 0 0 0 0 0
rather than temporary.
My illness will last for a long time 0 0 0 0 0
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APPF.NDIX 3:CONSEOUENCES SCALE
For the following questions, please tick the box that best describes how much you Disagree 
or Agree with the following statements.
My diabetes is serious.
Strongly
Agree
□
Agree
□
Neither 
Agree or 
Disagree
□
Disagree
0
Strongly
Disagree
a
My diabetes has become easier 
to live with.
0 a 0 0 0
I worry about getting the 
complications of diabetes.
0 0 0 0 □
My diabetes has not had much 
effect on my life.
a □ □ 0 □
My diabetes is a serious risk for 
my future health.
0 0 n 0 0
My diabetes has strongly affected 
the way others see me.
0 □ □ 0 0
My diabetes costs a lot of money 
to manage.
0 □ 0 □ D
My diabetes has strongly affected 
The way I see myself as a person.
□ 0 □ n □
My diabetes means I have less 
independence.
□ □ 0 a □
My diabetes has strongly affected 
my family.
a 0 □ 0 0
I will probably get diabetes 
complications.
a □ a □ □
My diabetes has changed my daily 0 
activities (friends, school and hobbies).
0 □ 0 0
I have gained weight because of 
my diabetes.
0 a 0 0 0
My diabetes is a serious threat to my 
current health.
0 □ 0 0 0
I worry about having a hypo. □ 0 0 □ □
APPENDIX 4: TREATMENT EFFICACY SCALES
For the next few questions, please indicate what you believe is important for 
controlling your diabetes and what you believe is likely to be helpful for preventing 
complications of your diabetes. Your beliefs may be different from what is true for 
other people, or what you think your health care team may say, so please take your 
own circumstances into account. Tick the box that best describes your feelings.
How IMPORTANT is each of the following for controlling your diabetes?
Not Slightly Fairly Very Extremely
Important Important
Exercising regularly? 0  0  0  0  0
Not smoking? 0  0  0  0  0
Testing your blood glucose 0  0  0 0  0
regularly?
Recording your blood 0  Ü 0  0  Q
glucose results regularly?
Following your eating plan? 0  0  0 0  U
Not eating many sweets? 0  0 0  0  0
Drinking little or no alcohol? 0  0  0 0  0
Managing days when you are G G G G G
ill as recommended?
How LIKELY is each of the following to help prevent future complications of your 
diabetes.
Not Slightly Fairly Very Extremely
Important Important
Exercising regularly? 0  0  0 0 0
Not smoking? 0 0 0 0 0
Testing your blood glucose 0 0  0 0 0
regularly?
Recording your blood 0  0  0  0  0
glucose results regularly?
Checking your feet regularly?0  0  0  0  0
Following your eating plan? 0 0  0  0  0
Not eating many sweets? 0  0  0  0  0
Drinking little or no alcohol? 0 0  0 0 0
Managing days when you are 0 0 0  0  0
ill as recommended?
Making sure you get regular 0  0  0  0  0
medical tests for diabetes-related 
problems (e.g. eye exams, 
cholesterol, blood pressure)?
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APPENDIX 5: PERCEIVED CONTROL OF DIABETES SCALE 
The following questions are about the causes of situations which might happen to 
you.
We ask you to imagine that the events described have happened to you recently. 
While events may have many causes, we want you to pick only one -  the major 
cause of the situation as you see it. Please write this cause in the space provided 
after each event.
Next, we want you to answer some questions about the cause by circling the most 
appropriate number of a sliding scale from 6 to 0.
Imagine that you have recently experienced a hypo.
Write down the single most likely cause of the hypo in the space below.
Now rate this cause on the following scales:
1. To what extent was the cause due to something about you?
Totally due to me 6 5 4 3 2 1 0 Not at all
due to me
2. To what extent was the cause due to the treatment recommended by your doctor? 
Totally due to 6 5 4 3 2 1 0 Not at all due
treatment to treatment
recommended recommended
3. To what extent was the cause something to do with other people or circumstances? 
Totally due to 6 5 4 3 2 1 0 Not at all due
other people to other people
or circumstances or
circumstances
4. To what extent was the cause due to chance?
Totally due 6 5 4 3 2 1 0 Not at all due
to chance to chance
5. To what extent was the cause controllable by you?
Totally 6 5 4 3 2 1 0 Totally
controllable uncontrollable
by me by me.
6. To what extent was the cause controllable by your doctor?
Totally 6 5 4 3 2 1 0 Totally
controllable by uncontrollable
by me by me.
7. To what extent do you think you could have foreseen the cause of the hypo? 
Totally 6 5 4 3 2 1 0 Totally
foreseeable unforeseeable
by me by me.
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APPENDIX 5 (CONTINUED): 
PERCEIVED CONTROL OF DIABETES SCALE
Imagine that your diabetes has been well controlled for a period of several weeks 
during which time there has been little fluctuation in blood glucose, no reactions and 
you have felt fit and well.
Write down the single most likely cause of this period of good control in the space 
below._________ _____________________________________________________ _
Now rate this cause on the following scales:
1. To what extent was the cause due to something about you?
Totally due to me 6 5 4 3 2 1 0 Not at all due
to me.
2. To what extent was the cause due to the treatment recommended by your doctor? 
Totally due to 6 5 4 3 2 1 0 Not at all due
treatment t° treatment
recommended. Recommended
3. To what extent was the cause something to do with other people or 
circumstances?
Totally due to 6 5 4 3 2 1 0 Not at all due
other people or to other people
circumstances or circumstances
4. To what extent was the cause due to chance?
Totally due 6 5 4 3 2 1
to chance
5. To what extent was the cause controllable by you?
Totally 6 5 4 3 2 1
controllable
by me
6. To what extent was the cause controllable by your doctor? 
Totally 6 5 4 3 2 1
controllable
by my doctor
Not at all due 
to chance
Totally
uncontrollable 
by me.
Totally
uncontrollable 
by my doctor
7. To what extent do you think you could have foreseen the cause of the period of 
good diabetes control?
Totally 6 5 4 3 2 1 0 Totally
foreseeable unforeseeable
by me by me.
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APPENDIX 5 (CONTINUED): 
PERCEIVED CONTROL OF DIABETES SCALE
Imagine that for several days you have found high levels of sugar when you tested 
your blood or urine.
Write down the single most likely cause of the high sugar levels in the space below.
Now rate this cause on the following scales:
1 To what extent was the cause due to something about you?
Totally due to me 6 5 4 3 2 1 0 Not at all due
tome.
2 To what extent was the cause due to the treatment recommended by your doctor? 
Totally due to 6 5 4 3 2 1 0 Not at all due
treatment to treatment
recommended. Recommended
3. To what extent was the cause something to do with other people or
circumstances?
Totally due to 6 5 4 3 2 1 0 Not at all due
other people or to other people
circumstances or circumstances
4. To what extent was the cause due to chance?
Totally due 6 5 4 3 2 1
to chance
5. To what extent was the cause controllable by you?
Totally 6 5 4 3 2 1
controllable
by me
6. To what extent was the cause controllable by your doctor? 
Totally 6 5 4 3 2 1
controllable by
my doctor
0
Not at all due 
to chance
Totally
uncontrollable 
by me.
Totally
uncontrollable 
by my doctor
7. To what extent do you think you could have foreseen the cause of the high sugar 
levels?
Totally 6 5 4  3 2 1 0 Totally
foreseeable unforeseeable
by me ^y me.
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APPENDIX 5 (CONTINUED): 
PERCEIVED CONTROL OF DIABETES SCALE
Imagine that good control of your diabetes is restored after a period of poor control.
Write down the single most likely cause of good control being restored in the space 
below.
Now rate this cause on the following scales:
1. To what extent was the cause due to something about you? 
Totally due to me 6 5 4 3 2 1 0 Not at all due 
to me.
2. To what extent was the cause due to the treatment recommended by your doctor? 
Totally due to 6 5 4 3 2 1 0 Not at all due
treatment to treatment
recommended. Recommended
3. To what extent was the cause something to do with other people or 
circumstances?
Totally due to 6 5 4 3 2 1 0  Not at all due
other people or to other people
circumstances or circumstances
4. To what extent was the cause due to chance? 
Totally due 6 5 4 3
to chance
0 Not at all due 
to chance
5. To what extent was the cause controllable by you?
Totally 6 5 4 3 2 1
controllable
by me
6. To what extent was the cause controllable by your doctor? 
Totally 6 5 4 3 2 1
controllable by
by my doctor
0 Totally
uncontrollable 
by me.
0 Totally
uncontrollable 
by my doctor.
7. To what extent do you think you could have foreseen the cause of good control 
being restored?
Totally 6 5 4 3 2 1 0 Totally
foreseeable unforeseeable
by me by me.
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31. Talked 
to 
someone who 
could 
do 
something 
concrete about 
the problem
.
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57.1 daydreamed 
or imagined 
a better time or place than 
the one 
I was in.
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APPENDIX 7:
ROSENBERG SELF-ESTEEM SCALE
circle D. If you strongly disagree, circle SD. Thank you.
1 2 3 4
Strongly
Agree
Agree Disagree Strongly
disagree
1 On the whole I am satisfied with SA A
D SD
myself.
2. At times I think I am no good at all. SA A
D SD
3 . i  feel that I have a number of good SA A D
SD
qualities.
4. I am able to do things as well as most SA A D SD
other people.
5 x feel I do not have much to be proud of. SA A D
SD
6. I certainly feel useless at times. SA A
D SD
7. I feel that I’m a person of worth, at SA A D
SD
least on an equal plane with others.
8. I wish I could have more respect for SA A D SD
myself.
9 All in all, I am inclined to feel that I SA A D
SD
am a failure.
10.1 take a positive attitude toward myself. SA A D
SD
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Appendix 8 : Factor Loadings for Items in the Eight Coping Scales of 
the "Wavs of Coning" Questionnaire (Folkman et al, 1986).
SCAT F FACTOR LOADING
Scale 1: Confrontive Coping (a = .70)
46. Stood my ground and fought for what I wanted .70
7. Tried to get the person responsible to change .62
his or her mind.
17. I expressed anger to the person(s) who caused the .61
problem.
28. I let my feelings out somehow. .58
34. Took a big chance or did something very risky. .32
6. I did something which I didn’t think would work. .30
but at least I was doing something.
Scale 2: Distancing (a = .61)
44. Made light of the situation, refused to get too .55
serious about it.
13. Went on as if nothing had happened. .54
41. Didn’t let it get to me; refused to think about it .50
too much.
21. Tried to forget the whole thing. .49
15. Looked for the silver lining, so to speak; .34
tried to look on the bright side of things.
12. Went along with fate; sometimes I just have bad .25
luck.
Scale 3: Self-Controlling (a = .70)
14. I tried to keep my feelings to myself .55
43. Kept others from knowing how bad things were. .46
10. Tried not to bum my bridges, but leave things .40
open somewhat.
35. I tried not to act too hastily or follow my first .40
hunch.
54. I tried to keep my feelings from interfering with .37
other things too much.
62. I went over in my mind what I would say or do. .37
63. I thought about how a person I admire would .28
handle the situation and used that as a model.
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SCALE
Appendix 8 (Continued)
FACTOR LOADING
Scale 4: Seeking Social Support (a = .76)
8. Talked to someone to find out more about the .73 
situation.
31. Talked to someone who could do something .68
concrete about the problem.
42. I asked a relative or friend I respected for advice. .58
45. Talked to someone about how I was feeling. .57
18. Accepted sympathy and understanding from .56
someone.
22. I got professional help. .45
Scale 5: Accepting Responsibility (a = .66)
9. Criticised or lectured myself. .71
29. Realised I brought the problem on myself. .68
51. I made a promise to myself that things would .49
be different next time.
25. I apologised or did something to make up. .39
Scale 6: Escape-Avoidance (a = .72)
58. Wished that the situation would go away or .66
somehow be over with.
11. Hoped a miracle would happen. . 55
59. Had fantasies about how things might turn out. .54
33. Tried to make myself feel better by eating, .49
drinking, smoking, using drugs or medication, etc.
40. Avoided being with people in general. .46
50. Refused to believe that it had happened. .42
47. Took it out on other people. .40
16. Slept more than usual. • 3 6
Scale 7: Planful Problem-Solving (a = .68)
49. I knew what had to be done, so I doubled my .71
efforts to make things work.
26. I made a plan of action and followed it. .61
1. Just concentrated on what I had to do next — the .45
next step.
39. Changed something so things would turn out .44
all right.
48. Drew on my past experiences; I was in a similar .40 
position before.
52. Came up with a couple of different solutions to .38 
the problem.
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Appendix 8 (Continued)
SCALE
Scale 8: Positive Reappraisal (ct = .79)
23. Changed or grew as a person in a good way.
30. I came out of the experience better than when 
I went in.
36. Found new faith.
38. Rediscovered what is important in life.
60. I prayed.
56. I changed something about myself.
20. I was inspired to do something creative.
FACTOR LOADING
.79
.67
.64
.64
.56
.55
.43
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APPENDIX 9: ETHICS COMMITTEE LETTER
U N I V E R S I T Y  H O S P I T A L  
L E W I S H A M
1st Floor Research Centre
UNIVERSITY OF LONDON
LEW ISH A M  RESEARCH ETH ICS COM M ITTEE
Tel: 0181-333 3135 
Fax:0181-314 0626
CNM/CT
3rd March 1999
Chas Skinner 
Senior Research Officer 
R&D Unit
University Hospital Lewisham 
Dear Mr Skinner
Protocol: An investigation into the influence of personal models, illness
controllability and coping on psychological adjustm ent amongst 
diabetes sufferers.
R ef No: 99/2/16 (please quote in all correspondence)
I am now happy to give you formal approval on behalf of the Lewisham Research Ethics 
Committee on the understanding that you will follow the protocol as agreed.
It is your responsibility as the researcher who made the application to notify the Local 
Research Ethics Committee immediately you become aware of any information which could 
cast doubt upon the conduct, safety or an unintended outcome of the study for which 
approval was given.
If there are amendments which, in your opinion or opinion of your colleagues, could alter 
radically the nature of the study for which approval was originally given, a revised protocol 
should be submitted to the Committee.
It is the expectation of the Committee that research records are kept secure and accessible for 
a minimum period of 10 years.
Members of the Committee would like to be kept informed of the progress and outcome of 
the study and therefore ask that a report is submitted annually or a copy of the results are sent 
to the administrator on completion of the study.
It is my duty to draw your attention to the fact that ethical approval does not give you 
permission to carry out the work in the Lewisham Hospital NHS Trust. This must be 
confirmed with the Research and Development Department.
Yours sincere!v
pp: Dr C N Mallinso:
Chairman
Chairman: Steve Bullock Chief Executive: Val Martin
T H E L E W I S H A M  H O S P I T A L  N H S  T R U S T  
Lewisham High Street, London SE 13 61 «  333 3030/3000 Fax: 0181 333 3333
a p p f n t u X 10: INFORMATION SHEET
D % "s
treatment programmes.
m m
details about yourself and your diabetes.
this study at any time, you are free to do so.
Thank you for taking the time to read through this information.
Signed by the person in charge of the project-------------------------------
Ethical approval for this research has been obtained from the Local Research 
Ethics Committee.
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Please would you answer the following questions about yourself.
Are you male or female? ------ ------------------------
How old are y o u ? -----------------------------
What is your occupation? ------------- ----------------
Please indicate to which of these ethnic groups you belong:
IndianBlack-African 
Black-Caribbean 
Black- Other 
Vietnamese 
Chinese
Bangladeshi 
Pakistani 
White European 
Other
(Please specify)
How long have you had diabetes? 
What type of diabetes do you have? 
How is your diabetes treated?
Diet
Tablets
Insulin injections
How many a day?
t h a n k  y o u  f o r  t a k in g  t h e  t im e  t o  c o m p l e t e  t h is  b o o k l e t .
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